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Gernez, L., Moulonguet, P., and Mallet, L.: Treat- 
ment of Epithelial Cancers of the Mandible by 
Electrocoagulation Followed by Radium Ir- 
radiation (Traitement des cancers épithéliaux de 
la mandibule par l’éléctrocoagulation suivie de 
curiethérapie). J. de chir., 1935, 45: 337- 


From the standpoint of treatment the authors 
divide epithelial cancers of the mandible into two 
groups—localized epithelial cancers of the mandible 
of gingival or sublingual origin and diffuse cancers of 
the mandible having their origin in the gums, sub- 
lingual tissues, tongue, or tonsils and invading the 
glands and cellular tissues of the neck. 

The localizing epithelial cancers of the mandible 
develop exclusively in the spongy pars alveolaris, 
leaving the compact inferior margin or base of the 
mandible intact. The clinical picture they produce 
varies according to their site of origin. The burrow- 
ing type of cancer of gingival origin always appears 
after a dental injury. Therefore the dentist may be 
of great assistance in its early diagnosis. If it is not 
recognized by the dentist, it may not be detected 
until it has invaded the deeper tissues of the jaw. 
After the extraction of a tooth, vegetations appear in 
the alveolus. These may be taken for dental cysts 
or periostitis and cauterized. A roentgenogram made 
at this time will show an area of localized osteo- 
porosis, almost lacunar in some cases, which even at 
this early stage is evidence of the burrowing growth 
of the tumor. Biopsy of the vegetations will dis- 
close the nature of the affection. As soon as the 
tumor is diagnosed, an attempt should be made to 
ascertain its extent. 

Cancer of the floor of the mouth is diagnosed more 
easily. In this condition there is ulceration of the 
frenum of the tongue or in the vicinity of the salivary 
caruncle. However, even before this stage the tumor 
may have invaded the bone at the posterior surface 
of the alveolar margin. Very soon there is inter- 
ference with the movements of the tongue. The ex- 
tent of the tumor in the soft tissues may be deter- 
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mined by palpation, and its extent in the bone by 
roentgenograms. 

In the treatment, all suspected tissue should be 
destroyed by electrocoagulation in a single sitting. 
Because of the danger of septic inoculation of the 
cellular spaces of the neck, the destruction should 
not be extended beyond the buccal cavity. The con- 
tinuity of the mandibular arch should be preserved 
in order to prevent marked postoperative facial de- 
formity. 

In the cases reviewed by the authors the instru- 
ment used for the electrocoagulation was the Beau- 
douin-Gondet apparatus of either the mixed inter- 
rupted and continuous wave type (from 5 to 6 
amperes) or the interrupted wave type (from 15 to 
20 amperes) which permits electrocoagulation to a 
great depth. 

The operation was usually performed under 
regional infiltration anesthesia preceded by the pre- 
liminary administration of chloral and scopolamine. 
In some cases, however, general chloroform anes- 
thesia without preliminary anesthesia was preferred 
in order to obtain early awakening and immediate 
restoration of the reflexes. 

The patient is placed in the sitting or semi-sitting 
position with the head erect and well supported. The 
region is widely exposed by means of a gag covered 
with rubber. The lips are separated and protected 
from burns by Farabeuf retractors covered with 
rubber or by a wooden tongue depressor. 

The current destroys the tissues without hemor- 
rhage. The best guidance is furnished by a thorough 
preliminary examination. The plan of operation 
should be determined in advance. In the soft tis- 
sues, palpation for indurated areas will be of aid. 
All indurated tissue should be destroyed. Next, the 
entire alveolar area invaded by the tumor must be 
electrocoagulated. The necrotizing effect will not be 
apparent immediately, and it is only by experience 
that one becomes able to determine the duration 
of the application necessary to destroy a given area 
without injuring the rest of the bone. To assure the 
destruction of all lateral infiltrations of the disease 








process the electrocoagulation should be extended at 
least two teeth beyond the apparent limits of the 
cancer. 

On completion of the electrocoagulation it may be 
necessary to secure the tongue by a thread through 
itsJapex to prevent it from falling down over the 
coagulated area. The adjoining mucosa, although 
not touched by the instrument, will usually react 
during the first few days with edema followed by 
desquamation due to the heat to which it has been 
exposed. It is astonishing how little the patient 
suffers during the hours and days following this 
treatment. The temperature remains normal or al- 
most normal, and during the first few days there is 
no unpleasant odor from the mouth. The post- 
operative course is in marked contrast to that of a 
surgical procedure. 

After a few days of irrigation, the scars on the soft 
tissues become detached little by little. At this stage 
there may be a slightly fetid odor. For several 
weeks the bone does not seem to change. The proc- 
ess of sequestration is extremely slow. After from 
five to eight weeks the coagulated bone comes away 
spontaneously or with very gentle traction, the base 
of the mandible being perfectly healed beneath it. 
The authors have never observed osteitis after elec- 
trocoagulation. Force should be avoided in detach- 
ing the bone as it is likely to cause fracture. Before 
detachment of the sequestrum, the patient should be 
instructed to rinse the mouth carefully after each 
meal. 

During the period of separation of the sequestrum 
radium is applied. The lymphatics are treated 
through transcutaneous moulds. These permit 
proper irradiation without undue destruction of the 
skin and normal tissues. The radium is distributed 
in multiple foci in a wax cast moulded to fit the face 
and neck. The authors describe a cast for the treat- 
ment of cancer of the anterior and median portions of 
the floor of the mouth and the mandibular arch and 
a cast for the treatment of cancer involving the 
horizontal portion of the jaw and the posterior por- 
tion of the floor of the mouth. The skin distance 
for the first type should be 5 cm. and the dose ro 
mgm. of radium element filtered by 2 mm. of plat- 
inum or a total of 120 mgm., and the duration of the 
application from eighteen to twenty days. The dose 
should equal from 45 to 50 D units for twenty days. 
For the second type, the skin distance should be 6 
cm. or, in very limited cases without marked ade- 
nopathy, 4 cm. 

The general condition is often quite markedly 
affected, especially when a radiodermatitis develops. 
The buccal reaction is very intense and accompanied 
by a mucodermatitis interfering with alimentation 
which weakens the patient. During this period, 
which lasts about fifteen days, treatment should be 
given to improve the general condition and the con- 
dition of the cardiopulmonary system. After this 
period has been survived, the patient gains rapidly 
in strength and weight. Late radionecroses have 
never been observed. 
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The immediate results are very good. In only one 
of the authors’ cases did a complication develop. In 
this case a secondary hemorrhage occurred on the 
tenth day, but was controlled by lavage and tam- 
ponade with gauze saturated with a very dilute so- 
lution of perchloride of iron. Sometimes a few teeth 
in the region of the coagulated area were loosened, 
but they became fixed again in the course of a few 
months. A plate should not be applied before a year 
has elapsed. 

Of four patients treated by the authors in the man- 
ner described, three remain cured after four, two and 
a half and two years respectively. The fourth de- 
veloped a recurrence after a year. 

A brief review of other methods of treatment em- 
ployed for the cure of these lesions includes total 
resection of the horizontal ramus, partial resection 
of the alveolar margin (Morestin), surgery followed 
by radium irradiation, and radium irradiation fol- 
lowed by surgery. 

Electrocoagulation has the great advantage that 
it is not followed by osteoradionecrosis. In the dif- 
fuse type of mandibular cancer it has the advantage 
of being less dangerous than operation and is applica- 
ble to cases in which surgery is contra-indicated. 
The pain is much less than after surgical operation. 
While in cases of extensive tumors it often becomes 
necessary to trespass beyond the buccal cavity and 
the sequestrum may be of such an extent as to in- 
volve loss of substance and fracture of the jaw, 
sequestration takes place slowly and sometimes the 
formation of sclerotic tissue renders prosthetic ap- 
pliances superfluous in spite of loss of substance. 
In cases of very deep and extensive cancer removal 
of some of the upper layers of coagulated tissue may 
be necessary to gain access to the deeper layers. 
The coagulated débris is curetted away, but at no 
time should this procedure cause bleeding. Suture 
or immediate autoplasty was not done in any of the 
authors’ cases of this type. If the wound is external 
it is covered with a very light dressing, and if it is 
internal it is treated with irrigations. Radiotherapy 
is applied as for the localized type. Occasionally a 
cancerized glandular area has been removed sur- 
gically, but as a rule radiotherapy through moulded 
casts has been employed. The results of treatment 
of these extensive tumors are of course less favorable. 
However, the authors believe that the method de- 
scribed should improve the prognosis. Several cases 
are cited in support of this theory. 

Eight cases are reported in detail. 

The advantages of the method described by the 
authors are summarized as follows: 

The septic complications of the classical resection 
of the jaw are avoided. Rupture of the mandibular 
arch is prevented or at least retarded for several 
weeks, the difficult problem of early prosthesis being 
therefore solved. The formation of the sequestrum 
is slow and aseptic. Transcutaneous irradiation 
applied a few days after electrocoagulation has 
never given rise to radionecrosis. 

EpitH SCHANCHE Moore. 
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Akerblom, N. V.: Prolonged Resection of the Lower 
Jaw as Treatment of Cancer of This Bone (La 
résection “prolongée”’ du maxillaire inférieur comme 
traitement du cancer de cet os). Acta chirug. 
Scand., 1934, 75: 513. 


The usual treatment of carcinoma involving the 
alveolar border of the lower jaw consists in resection 
of a segment of the bone. This necessitates the 
immediate application of a prosthetic device pre- 
pared in advance. The author’s method obviates 
the use of an immediate prosthesis. In fact it may 
render the patient satisfied to dispense with a 
prosthesis entirely. 

The cervical lymph nodes are first removed. The 
tumor is then destroyed by diathermy and the bone 
widely sterilized, the lower border of the jaw being 
preserved. The wounds, external and internal, are 
completely closed except for the passage for a drain. 
When the bone has become completely sequestrated 
it is removed at a secondary cperation. The tech- 
nique is not described in detail. 

Two cases successfully treated by this method are 
reported with photographs and roentgenograms. 

ALBERT F. DE Groat, M.D. 


EYE 


Gifford, S. R.: Some Notes on the Treatment of 
Strabismus. Brit. J. Ophth., 1935, 19: 148. 


In this article, which is based on two years’ ex- 
perience in a special clinic for orthoptic training, the 
author evaluates such training in the treatment of 
strabismus. 

He states that the first essential in the correction 
of strabismus is a complete examination. In the 
cases of children under ten years old this should in- 
clude refraction under atropin. In those of older 
children, homatropin is equally effective as a rule. 

In concomitant convergent strabismus with hy- 
peropia or hyperopic astigmatism, as much of the 
full correction as will be tolerated is prescribed and 
increased as rapidly as possible to full correction. 
When there is less than one diopter of hyperopia 
there is less chance of correction with glasses alone, 
but bifocals or grab fronts of +2.0 D. sphere for 
near vision may produce some improvement. They 
may be tried also in cases in which the eyes are 
straight for distant vision but show from 10 to 15 de- 
grees of convergence when the patient reads. In 
Guibor’s control series, observed very carefully 
after refraction and with no other treatment than 
the use of atropin or occlusion, the refraction was 
done quite early, usually before the sixth year. After 
six months correction had been obtained with 
glasses in 1214 per cent, and after eighteen months 
it had been obtained in 30 per cent. In 20 per cent 
the eyes remained straight for brief periods without 
glasses. Most of these were cases of concomitant 
convergent squint. 

In divergent squint, non-operative measures must 
be confined to attempts to correct amblyopia and to 
fusion training, since little can be done by refraction. 
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Opinions regarding the possibility of improving 
vision in amblyopic eyes vary widely. Herzau re- 
ported improvement in 37 per cent, and Peter, im- 
provement in 50 per cent. The author has been 
unable to approximate these results. Uni-ocular 
occlusion is usually impossible in cases in which the 
vision of the amblyopic eye is below 20/200, and only 
a few parents will carry it out satisfactorily in other 
cases. Even in some of the author’s cases in which ex- 
cellent codperation was obtained the results were poor. 

Gifford’s results from occlusion for one or two 
hours a day and the use of atropin have not been 
very satisfactory. Guibor has overcome suppression 
of the poorer eye and aided orthoptic training by 
reducing vision in the good eye by under-correction 
with atropin or the use of Snell’s lined glasses. 
Improvement in vision has not been striking, but 
prolonged uni-ocular occlusion has not been tried in 
a large enough number of cases to warrant a definite 
opinion. Guibor found 20/80 to be the lower limit 
of vision with which orthoptic training can be 
carried out. Patients with poorer vision could be 
trained to fuse the larger test objects, but did not 
obtain much benefit from the exercises. 

In the selection of cases for orthoptic training, 
paralytic squint and pseudo-strabismus must be 
ruled out by adequate examination. The group of 
accommodative strabismus is the most important. 
Most of the 30 per cent of Guibor’s control series in 
which the eyes became straight without training 
were cases of this condition. In such cases there is 
hyperopia, usually of fairly high degree, and treat- 
ment under atropin results in marked improvement. 
In many instances the eyes become straight under 
treatment with full correction and atropin, with or 
without additional correction for near vision. 

Cases of strabismus due to defective fusion in- 
clude those with good vision and a low degree of 
refractive error which show no change in the angle of 
squint under atropin. To this group belong many 
cases of divergent squint, especially intermittent or 
latent divergence, as well as cases of alternating 
squint. Even in cases of alternating squint fusion has 
sometimes been developed and the squint overcome. 
It is in this group that pre-operative and post- 
operative fusion training is most important. 

In strabismus with amblyopia the results of re- 
fraction are less satisfactory the greater the degree 
of amblyopia, and when vision is below 20/80 
fusion training is of little value. If hyperopia is 
present, the effect of the wearing of glasses for from 
six months to a year may be watched. If no improve- 
ment is noted at the end of that time, surgery is in- 
dicated. 

Strabismus with anisometropia may be con- 
sidered a variety of strabismus with amblyopia if 
the anisometropia is sufficient to prevent binocular 
vision with correction. While the iseikonic lenses 
of Ames may equalize the size of the images, no 
cures from their use have been reported. 

Cases of strabismus due to muscular abnormalities 
are those without any of the factors mentioned, in 
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which weakness or over-action of certain muscles is 
demonstrable. In this group, especially those of 
vertical strabismus, surgery should be done without 
preliminary training. 

All of these types are divided into squint of low 
degree and squint of high degree. In Guibor’s group 
including all types of concomitant strabismus the 
eyes became straight after refraction and orthoptic 
training in 84 per cent of the cases in which the angle 
of squint was 15 degrees or less, whereas in those in 
which it was above 15 degrees they became straight 
in only 16 per cent. In most of the author’s cases in 
which the postoperative angle of squint was only 5 
or 10 degrees complete correction was obtained by 
orthoptic training if this was begun early. 

In the routine training given in the author’s 
cases the patients come to the clinic once a week and 
are given training for from twenty to sixty minutes. 
As a rule no home training is given. When there is 
good home coéperation fewer office visits are needed. 

For overcoming the suppression the large syn- 
optophore of Maddox is ideal. The same effect may 
be obtained by using a bright light before one tube 
of Worth’s amblyoscope or employing larger objects 
before the squinting eye in the stereoscope. As soon 
as fusion with the stereoscope is possible, exercises 
are given with this instrument. No advantage has 
been found by the author in the more complicated 
instruments using moving objects. With vision of 
20/100 or better, fusion is usually possible with the 
simpler instruments with the aid of prisms. 

The easiest charts to fuse are not the flat pictures, 
such as the bird and the cage, but simple figures 
showing definite perspective in which one or more 
parts are common to both pictures. Such are the 
““E” series of Wells and all of the Sattler charts. 
Guibor has prepared a set of charts with perspective 
which are graduated in difficulty. These charts are 
split to allow reversal and use in all positions, which 
saves much changing of prisms. 

True binocular depth perception is obtainable, but 
pseudo-binocularism must be watched for by cutting 
away the top of the stereoscope so that the eyes may 
be observed. A constant increase in the difficulty of 
the obstacles to be overcome in fusion is necessary 
until prisms of 20 degrees before each eye are over- 
come. 

With good coéperation, most progress is made in 
the first four to six months. When progress is at a 
standstill, operation is advisable, regardless of the 
patient’s age. 

In the author’s cases of squint higher than 20 
degrees operation is usually performed simultane- 
ously on both lateral recti of one eye. The effect of 
this procedure is better than that obtained by two 
operations. This method is of advantage also be- 
cause there is no change in the anteroposterior posi- 
tion of the eye as with operation on a single muscle. 
As recession of the internal rectus is never more than 
4 mm., convergence insufficiency is_ therefore 
avoided. The technical details of several operative 
procedures are discussed. Epwarp S. Pratt, M.D. 


Benedict, W. L., and Montgomery, H.: Pseudo- 
xanthoma Elasticum and Angioid Streaks. 
Am. J. Ophth., 1935, 18: 205. 


The authors report eight cases of pseudoxanthoma 
elasticum and describe the findings of ophthalmo- 
logical studies in five. Only two of the five patients 
subjected to ophthalmological study had typical 
angioid streaks, but the three others showed disease 
of the choroid. 

The histopathological picture of pseudoxanthoma 
elasticum is usually typical and diagnostic. It is 
not to be confused with the histopathological picture 
of senile skin (senile elastosis). As a rule, pseudo- 
xanthoma elasticum and angioid streaks are asso- 
ciated and present a definite syndrome. Frequently, 
however, they occur independently of each other. 

Their cause remains unknown. The most plau- 
sible explanation is that both result from degenera- 
tive changes of the elastic tissue due to a malforma- 
tion (Missbildung) and have a hereditary basis. 

No satisfactory method of treatment for either 
condition is known. 

Pseudoxanthoma elasticum is harmless except for 
the cosmetic disfigurement, but angioid streaks are 
frequently followed by, or associated with, choroid- 
itis of varying degree and therefore have a less 
favorable prognosis. 


Filatov, V. P.: Transplantation of the Cornea. 
Arch. Ophth., 1935, 13: 321- 

The author has performed transplantation of all 
of the cornea, transplantation of part of its layers, 
and partial penetrating transplantation. He has 
performed the partial penetrating transplantation 
most frequently and successfully. In transplanta- 
tion of the whole cornea glaucoma is the most 
serious complication. Transplantation of part of 
the corneal layers has been more satisfactory. The 
author describes in detail the preliminary care of 
the operative field, the fixation of the transplant, 
the excision of the transplant, the trephining of the 
leucoma, and the fixation of the transplant. The 
most common complications during the operation 
have been injury to the lens, the escape of vitreous, 
and expulsive hemorrhage. The postoperative 
complications have been slipping-off of the trans- 
plant, the escape of vitreous, the formation of a 
fistula, and the development of anterior synechiz 
causing glaucoma. 

Filatov believes that total corneal transplantation 
is still in the experimental stage and that partial 
penetrating corneal transplantation is the most 
important operation for transplantation of the 
cornea. Vircit Wescott, M.D. 


Sorsby, A.: Congenital Coloboma of the Macula: 
Together with an Account of the Familial Oc- 
currence of Bilateral Macular Coloboma in 
Association with Apical Dystrophy of the Hands 
and Feet. Brit. J. Ophth., 1935, 19: 65. 


Sorsby reviews the literature on congenital macu- 
lar coloboma, twenty bilateral cases, thirty-six uni- 
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lateral cases, and three (possibly five) cases in which 
the condition was familial. He states that there is 
nothing in the ophthalmoscopic appearance of the 
lesion to indicate definitely that it is of congenital 
rather than postnatal origin. 

Attention is called to cases in which a macular 
coloboma was associated with a typical choroidal 
coloboma in the same eye, and to cases in which 
macular coloboma was associated with other atypical 
colobomatous defects. 

Non-pigmented colobomata tend to be more 
deeply excavated than pigmented colobomata. 

It appears that, in addition to the recognized 
varieties of non-pigmented and pigmented macular 
coloboma, a third type, aptly described as a wheel- 
figure, has a fairly characteristic appearance. In the 
latter the center is white and pigmented spokes 
radiate from it toward a pigmented rim. 

Studies of the pathological anatomy of macular 
coloboma, though not conclusive, appear to indicate 
that there is no basis for the belief that congenital 
macula colobomata are the result of intra-uterine 
inflammation. 

The author describes a family consisting of a 
mother and five children, all of whom showed bi- 
lateral pigmented macular colobomata and apical 
dystrophy of the hands and feet. One of subjects 
had also a solitary kidney. 

Attention is called to the studies of Landauer on 
the creeper fowl, a breed characterized by skeletal 
defects and ocular abnormalities, and to the experi- 
mental production by Bagg and Little of hereditary 
defects involving the eyes, feet, and kidneys in mice. 

Arguments are advanced in favor of regarding 
macular coloboma as a localized choroideremia. 

Les.re L. McCoy, M.D. 


EAR 


Layton, T. B., Jory, N., Symonds, C. P., Watson- 
Williams, E., and Others: Discussion on Men- 
ingitis of Otitic Origin. Proc. Roy. Soc. Med., 
Lond., 1935, 28: 520. 

Layton: Clinically, cases of otitic meningitis fall 
into two groups: those in which the condition has 
its origin in a recent mastoid infection and those in 
which it develops in the presence of old disease. 
In the treatment of cases of the first group the chief 
requirement is thorough washing out of all débris in 
the mastoid cavity with the use of as much as 2 gal. 
of fluid or more if necessary. Meningitis shows three 
stages. The first stage is accompanied by neck 
rigidity but no other symptoms. In the second 
stage Kerning’s sign is also present. In the third 
stage there is the typical picture of grave meningeal 
involvement. 

Jory: The cerebrospinal fluid is of most im- 
portance. A pressure over 200 mm. is pathological, 
a cell count of from 6 to ro is suspicious, and a cell 
count of more than 1o is definitely pathological. 
A high polymorphonuclear count indicates bacterial 
invasion. Glucose is usually absent in septic menin- 


gitis. In the acute cases, the magnesium remains 
unchanged, whereas in chronic cases it shows a 
decrease. 

Symonps: Infection may extend from the middle 
ear to the meninges directly along thrombosed and 
infected vessels in the bone which communicate with 
the vessels in the subarachnoid space; more or less 
directly through the labyrinth; or step by step 
through the bone, dura, and arachnoid. 

Joun F. Detpn, M.D. 


Eves, C.: The Diagnosis of Acute Suppuration of 
the Petrous Pyramid. Ann. Otol., Rhinol. & 
Laryngol., 1935, 44: 97- 


Eves states that suppuration of the petrous 
pyramid is the most recently recognized complica- 
tion of purulent otitis media. 

When there is sufficient drainage through a fistu- 
lous opening into the middle ear an acute suppura- 
tion of this type may terminate in chronic purulent 
otitis media or, if the cell structure is favorable, may 
heal spontaneously. If drainage is not sufficient, 
some form of surgical assistance is necessary. 

It is believed that in many cases of chronic sup- 
purative otitis media the infection has its origin in 
the petrous pyramid. 

When a radical mastoidectomy is performed for 
the relief of a chronic discharge and necrotic granu- 
lation is found in the middle ear, especially in the 
region of the eustachian tube, a fistula leading 
through the peritubal cell into the petrous bone 
should be suspected. 

The clinical picture of acute suppuration of the 
petrous pyramid requiring surgical drainage is 
characterized by nocturnal attacks of pain in, 
around, and back of the eye and in the temporo- 
parietal region of the affected side which occur with 
increasing intensity over a period of a few weeks in 
association with acute purulent otitis media and 
mastoiditis, a low grade septic temperature, and 
evidence of progressive involvement of the petrous 
pyramid shown by serial roentgenograms. 

James C. Braswe tt, M.D. 


Kopetzky, S. J., and Almour, R.: A Report on Ten 
Cases of Suppuration in the Petrosal Pyramid. 
Ann. Otol., Rhinol. & Laryngol., 1935, 44: 59. 

To the seventeen cases of suppuration in the 
petrosal pyramid which they have reported previ- 
ously the authors add ten more cases, nine of which 
presented fistulous tracts leading into the petrosal 
apex. 

In four of the ten cases simple mastoidectomy 
with adequate widening of the fistula and drainage 
was sufficient for cure. In six cases radical mastoid- 
ectomy was necessary to reach the site of the 
fistulous opening. 

In two cases, sixth nerve palsy was present prior 
to exploration of the petrous apex, and in one case 
it developed after drainage of the petrous apex. 

In two cases endocrania! rupture of the lesion in 
the petrosal apex was proved by lipiodol injection. 
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In one case a lateral pharyngeal abscess of petrosal 
origin appeared with a sixth nerve palsy. 

One of the patients died and nine recovered. Five 
other patients operated on by the authors, whose 
cases are not reported in this article, also recovered. 

In all, the authors have had thirty-two proved 
cases of suppuration in the petrosal pyramid. 
Twenty-seven were cured by surgical attack on the 
lesion in the petrous apex. 

Of the five deaths, one was that of a patient who 
was not operated upon and whose lesion was not 
recognized. This was the first case studied by the 
authors. Of the four other deaths, three occurred 
in cases in which operation was performed in the 
presence of a fully developed purulent lepto- 
meningitis and one in a case of brain abscess. 

In all of these cases the nature of the condition 
was proved by the findings at operation and on 
roentgen examination after lipiodol injections. 

James C. BrasweE-t, M.D. 


NOSE AND SINUSES 


Price, L. W.: Malignant Tumors of the Nasal Mu- 
cosa. J. Laryagol. & Otol., 1935, 50: 153. 


Price reports on a series of thirteen malignant 
tumors of the nose and nasal accessory sinuses 
which differed widely in type. Seven occurred in 
women and six in men. The ages of the patients 
ranged from eighteen to seventy-eight years. Nasal 
tumors show a wide variety because of the great 
diversity of the normal histological cell type in the 
nose. This is true particularly in the nasopharynx 
where the mucosa presents a wider morphological 
range than in any other strictly limited epithelial 
area. In many nasopharyngeal tumors marked 
variations in morphological structure are found in 
different parts of the same neoplasm. These are 
probably due chiefly to difference in ontogeny al- 
though metaplasia plays a part. 

The difficulty in the early diagnosis of tumors of 
the nasal mucosa is well recognized. The importance 
of obtaining material for histological diagnosis at 
the earliest possible stage cannot be overemphasized. 
It is suggested that aspiration of fluid or tissue-like 
fragments through a cannula be attempted. 

The sign which is probably of most importance is 
swelling over the cheek. Also of importance are 
epistaxis and pain, but pain is absent until the 
process is well advanced. 

The prognosis is generally poor, partly because of 
the close relation of the tumors to vital structures 
and the frequency of bone invasion, but chiefly 
because of the inaccessibility of the neoplasms. 

Joun F. Detra, M.D. 


MOUTH 


Bernard, R.: Simple Glandular Cheilitis or 
Puente’s Disease (La cheilite glandulaire simple ou 
maladie de Puente). Bruxelles méd., 1935, 15: 458. 


Simple glandular cheilitis or Puente’s disease was 
first described as a clinical entity by Puente in 1927. 


In 1933, Puente’s observations were confirmed by 
Touraine and Solente. In 1934, Puente published 
a monograph based on fifty-two cases. 

The disease begins in the middle third of the 
lower lip and gradually extends to include all but 
the commissures. The lesions are located between 
the surface of closure and the cutaneous border of 
the lip. Hence they are visible when the mouth is 
closed. They consist of from ten to twelve bluish- 
red plaques which correspond to orifices of salivary 
glands. At first they are flat, but later they become 
elevated and acquire a pearly white border of 
leucoplakia. Still later they appear as white, sharply 
defined, elevated areas with slightly depressed red 
centers ranging from 2 to 6 mm. in diameter. Oc- 
casionally the underlying glands give a shotty feel 
to the lip. When the lip is pressed, a clear mucus 
appears in the orifices of the glands. Subjective 
symptoms are practically absent. 

A complication of this disease is the apostematous 
cheilitis described by Volkmann in 1870. In the 
latter condition the lip becomes swollen and painful 
and its surface is covered by thick, moist, black, 
foul-smelling crusts. Detachment of the crusts ex- 
poses a smooth or slightly ulcerated surface which 
bleeds easily and persistently. A turbid fluid due to 
suppuration in the glands can be expressed. 

Simple glandular cheilitis develops slowly and 
shows no tendency to regress. The prognosis should 
be guarded because of the possibility of the develop- 
ment of cancer on the basis of the leucoplakia. 

Apart from the senile character of the skin of the 
individuals affected, there is no constant etiological 
factor. 

No satisfactory treatment has been found. 
Puente proposed curettage and electrocoagulation. 
Irradiation may be tried. 

ALBERT F. DE Groat, M.D. 


Mueller, K.: The Results of Palatoplasty by the 
Method of Victor Veau on the Basis of 100 Cases 
(Ueber die Ergebnisse der Gaumenplastik nach Vic- 
tor Veau an Hand von 100 Fallen). 1934: Leipzig, 
Dissertation. 


Muller reviews the results of 100 palatorrhaphies 
and palatoplasties in which he assisted Rosenthal. 
Forty-nine of the patients were males. Inheritance 
of the defects was proved in 13 cases, its incidence 
being therefore in agreement with the incidence re- 
ported in the literature, which is from 12 to 20 per 
cent. Other deformities were found in 15 cases. 
These included 7 umbilical hernias, 2 inguinal 
hernias, 1 receding jaw, 1 small jaw with partial 
ankylosis, 1 marked crura vara, 1 tail formation over 
the coccyx associated with hypospadias, 1 case of 
syndactylism of the second and third toes of each 
foot and a small opening over the coccyx and 1 patent 
ductus Botalli. As a consequence of the malforma- 
tion of the palate chronic nasopharyngeal catarrh 
was present in 29 cases and middle ear disease in 18. 
Tonsillitis was frequent, and most of the children 
presented enlargement of the palatal and pharyn- 
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geal glands. Some of the patients had gastro-intes- 
tinal disturbances and suffered from malnutrition. 
Except in 2 cases, the mentality was normal. 

The operative procedures of Veau are described 
in detail. The best time for operation is between the 
second and third years of age. General anesthesia is 
used for small children and local anesthesia for older 
children. In the after-care acetone celluloid is ap- 
plied over the sutured parts to facilitate feeding. 

Of o1 cases of cleft palate not previously operated 
upon, healing occurred without complication in 67. 
Of 9 in which a previous operation had been per- 
formed, primary union resulted in 6. There were 2 
deaths, those of children between ten and thirteen 
months old who died on the tenth and one hundred 
and ninth day after the operation, one from severe 
intestinal grippe, the other from influenza. 

The importance of systematic speech training and 
orthodontic care is stressed. 

(A. KAERGER). THOMAS W. STEVENSON, JR., M.D. 


Levi, L. M., and Hankins, F. D.: Carcinoma of the 
Lingual Thyroid. Am. J. Cancer, 1935, 23: 328. 


A woman twenty-one years of age sought advice 
because of interference with deglutition and the 
presence of a painful lump in the back of the throat. 
On examination the lump was found to be a firm, 
solid tumor located in the midline on the posterior 
third of the tongue. Its surface was a dull red and 
slightly lobulated. Its base was broad, extending 
well out toward either edge of the tongue. There 
was some impairment of speech. The patient had 
felt well until five days before her admission to the 
hospital. The lesion was widely excised with the 
actual cautery knife under ether anesthesia. 

Microscopic examination of the tumor disclosed 
an overlying squamous epithelium, subepithelial 
lymphocytic infiltration, and a fibrous capsule. The 
mass was composed of highly irregular and poorly 
formed acini of the thyroid type with occasional 
small amounts of colloid. The acinar cells were 
large and ovoid or spherical. They often stained 
deeply, and they showed some poorly formed mitotic 
figures. The fibrous capsule was extensively invaded 
by neoplastic cells. 

Because of the presence of definite malignancy 
complete destruction of the lingual thyroid appeared 
necessary although the thyroid gland could not be 
demonstrated in the neck. Three months after the 
operation the patient developed clinical manifesta- 
tions of myxedema. The basal metabolic rate was 
—30. Response to treatment with thyroid extract 
was very satisfactory. Nine months after the opera- 
tion there was no speech impediment and no evi- 
dence of recurrence. Josepu K. Narat, M.D. 


NECK 


Blair, D. M., Davies, F., and McKissock, W.: The 
Etiology of the Vascular Symptoms of Cervical 
Rib. Brit. J. Surg., 1935, 22: 406. 


In a small proportion of cases of cervical rib the 
symptoms are predominantly of a vascular nature, 
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motor and sensory symptoms being absent or very 
slight. Telford and Stopford have recently suggested 
an anatomical basis to account for this phenomenon. 
In a cadaver without cervical ribs they found, in the 
inferior part of the lower trunk of the brachial plexus, 
a distinct and separate bundle of unmyelinated fibers 
which they interpreted as the sympathetic fibers 
passing to the upper limb by way of the lower trunk 
and not yet incorporated with the fibers of the trunk. 
Therefore the fusion of the sympathetic fibers with 
the lower trunk occurred at a point more distal than 
usual. Telford and Stopford concluded that under 
such circumstances the separate bundle of unmyeli- 
nated fibers would be more immediately exposed 
than the motor and sensory fibers to pressure by the 
subjacent rib. They postulated also that, given the 
same condition in a patient with cervical ribs, the 
symptoms would be predominantly vascular and of 
the nature of chronic arterial spasm induced by pro- 
longed irritation. Prolonged arterial spasm would 
cause constriction or even obliteration of the vasa 
vasorum with consequent nutritional changes in the 
arterial walls and perhaps even thrombosis. The 
vascular effects in cases of cervical rib occur only in 
the portion of the artery distal to the axillary artery 
because the subclavian and axillary arteries receive 
their sympathetic supply directly from the sympa- 
thetic chain, while the more distal vessels of the arm 
receive their innervation from the adjacent nerve 
supply of the brachial plexus. 

The authors report a case of cervical rib producing 
unilateral pronounced vascular effects in which a his- 
tological examination of the brachial plexus was 
made. At operation, the subclavian artery was found 
free from pressure by the cervical rib even when the 
arm was pulled down by the side. The lower trunk 
of the brachial plexus lay in immediate contact with 
the upper aspect of the cervical rib and the first dor- 
sal contribution to the lower trunk was stretched 
taut as it passed upward and laterally. The cervical 
rib was excised, but the patient died on the eighth 
postoperative day of a pulmonary complication. 

On the basis of their observations and study the 
authors agree with Telford and Stopford that the 
clinical picture is due to irritation rather than paraly- 
sis of the sympathetic (vasoconstrictor) fibers. Since, 
in the case they report, arterial pulsation did not 
return to normal and disappearance of pain was in- 
complete immediately after removal of the cervical 
rib, they conclude that the irritation of the sympa- 
thetic fibers is not due entirely to mechanical pres- 
sure of the rib. They believe that a chronic aseptic 
inflammatory lesion of the nerve produced by pres- 
sure of the cervical rib is an important factor in the 
production of symptoms. They state that this lesion 
will clear up only gradually after removal of the ex- 
citing cause. In support of their theory they cite the 
thickening of the endoneurium and proliferation of 
the endoneurial nuclei in the inferior part of the 
lower trunk of the plexus. Although in their case a 
small number of unmyelinated fibers existed sep- 
arately near the lower part of the plexus, most of the 
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unmyelinated fibers were in the lower trunk without 
anatomical segregation proximal to the region of 
contact with the cervical rib. They therefore dis- 
agree with the theory of Telford and Stopford that 
anatomical segregation of unmyelinated fibers in the 
form of an unjoined ramus is necessary before vaso- 
motor symptoms occur. They attribute failure of 
operation to relieve the symptoms in long standing 
cases to progression of a chronic inflammatory 
change into permanent fibrosis. Therefore they con- 
clude that early operation is indicated. 
ARTHUR S. W. Tourorr, M.D. 


Bernheim, A. R., and Garlock, J. H.: Parathy- 
roidectomy for Raynaud’s Disease and Sclero- 
derma. Ann. Surg., 1935, 101: 1012. 


As a result of observations continued over a num- 
ber of years which will be reported in detail in a sub- 
sequent communication, the authors have formed 
the opinion that disturbances in calcium metabolism 
are factors in the development of Raynaud’s disease 
and other vasospastic conditions. 

Exactly how disturbances in calcium metabolism 
produce the various manifestations seen in vaso- 
spastic conditions is not altogether clear. It is sug- 
gested that, as calcium affects the permeability of 
every cell in the body, the results of insufficiency of 
the calcium intake may be exceedingly varied. It is 
suggested, also, that the constitutional factor is 
of great importance in determining the reaction of 
different individuals to disturbances of calcium 
metabolism and therefore to the development of 
different clinical manifestations. The constitutional 
factor may be considered to depend upon a local 
inferiority which renders tissues more susceptible to 
damage such as that produced by a decrease of the 
blood supply caused by vasospasm. 

To understand the rationale of parathyroidectomy 
in these conditions it is necessary to assume that one 
of the functions of the parathyroid glands is the 
maintenance of a constant serum-calcium level of 
from 10 to 10.5 mgm. per 100 c.cm. With long de- 
ficiency in the calcium intake the stores of body 
calcium become exhausted and the parathyroid 
glands become hyperplastic, apparently because of 
their increased physiological activity in withdrawing 
calcium from depleted bones and possibly also from 
other tissues. The hyperplasia may be therefore re- 
garded as a work hypertrophy of the parathyroid 
glands. The constitutional factor becomes a part of 
the picture, and eventually various clinical symp- 
toms bring the patient to the physician. Whether 
the form of calcium drawn from the bones is a dif- 
ferent variety from that supplied by an adequate 
diet is still a matter of conjecture. 

If patients with vasospastic conditions are given 
an adequate calcium regimen, many of them will 
respond favorably. That is, there will be a marked 
amelioration of the symptoms due primarily to the 
vasospasm. This has been the authors’ experience in 
many cases of Raynaud’s disease, thrombo-angiitis 
obliterans, and arteriosclerosis. It is their concep- 


tion that, in such cases, following adequate treat- 
ment with calcium, the parathyroids are relieved of 
the extra work of drawing calcium from the bone re- 
serve and may soon return to a normal physiological 
state. However, in certain instances, improvement 
does not take place in spite of prolonged treatment. 
The authors believe that in such cases a change of 
a more or less permanent nature resulting in hyper- 
plasia or disturbance of function has taken place in 
the parathyroids and removal of two or more para- 
thyroid bodies is indicated. 

Up to the present time, six of the authors’ patients 
who were not benefited by conservative therapy have 
been subjected to parathyroidectomy. Three pre- 
sented generalized scleroderma with moderately 
severe Raynaud manifestations in the hands and 
feet. One showed advanced sclerodactylia with 
symptoms of vasospasm in the hands and feet. Two 
presented the picture of Raynaud’s disease uncom- 
plicated by skin changes. In all, marked relief of 
symptoms due to vasospasm was noted after the 
operation. The relief of pain and restoration of the 
color of the involved extremities to normal occurred 
practically within twenty-four hours. The most 
astonishing results were noted in the cases of un- 
complicated Raynaud’s disease. The fingers of the 
patients with this condition, which were a deep 
purple before the operation, regained their normal 
color within twenty-four hours and did not change 
again even after immersion in ice water. Rapid im- 
provement was noted in the oscillometric deter- 
minations both in the range of the oscillation and 
the degree of spasm. Improvement of the surface 
temperature was also evident. Up to the present 
time, after the lapse of from three months to a year, 
these patients have continued to do well. 

The six cases are reported in great detail, espe- 
cially with regard to the ante-operative study and 
preparation. Various aspects of the operative tech- 
nique are summarized. 


Arbuckle, M. F., Cowdry, E. V., and Votaw, R.: 
The Effect of Radium Emanations on the 
Laryngeal Cartilage. Arch. Otolaryngol., 1935, 21: 
249. 

Because of the difficulties encountered in the 
treatment of malignant disease of the tonsil, hypo- 
pharynx, and larynx, the treatment has proved 
inadequate in a large percentage of cases. The au- 
thors discuss surgical removal, destruction by heat, 
irradiation, and the combination of surgery and 
irradiation. In the late stages of the disease success- 
ful results are unlikely to be obtained by any method 
of treatment. Difficulties due to interference with 
respiration, swallowing, and injuries to the laryngeal 
cartilage, the thyroid gland, and the great vessels 
greatly increase the problem. Many clinicians have 
been discouraged with the results of irradiation. 
However, increased knowledge of radium, its emana- 
tion, and roentgen rays and improvement in the 
methods of their application have aroused renewed 
hope in the use of radiotherapy. In many cases 
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irradiation is the only method possible. The authors 
regard it as debatable whether irradiation should 
be used when surgical removal can be carried out. 

This article deals chiefly with the effect of radium 
emanation (radon) in or near cartilage without de- 
struction of the latter. The authors quote Thomson 
and Colledge as stating that failure has been the 
result of incorrect and usually excessive doses of 
irradiation improperly applied. It is thought that 
gold seeds permitting the use of the shorter gamma 
rays may be superior to X-ray treatment. The 
authors consider gold seeds to possess advantages 
over all other containers in this field. In support of 
their opinion they cite several cases and present 
photographs of cartilage of patients and dogs which 
was exposed to radon. The findings of experimental 
work indicate that the lethal dose of gamma rays 
for cancer cells may be below that for cartilage cells, 
and that the likelihood of injury to cartilage from the 
treatment may not be so great as has been supposed. 
Methods for staining and preparing the experimental 
tissues are described. The reactions to the seeds 
exhibited features common to all tissues. In the 
cartilage, however, the most permanent irradiation 
effects were an accumulation of fluid and coagula- 
tive necrosis. In the loose connective tissue the ef- 
fect was manifested at a distance of 0.5 mm., whereas 
in cartilage little effect was produced o.1 mm. away 
from the seed. The authors compare the effects of 
irradiation from seeds in muscle and in cartilage. 
The effect of irradiation on cartilage was much less 
noticeable than the effect on muscle. In fact dif- 
ficulty was experienced in characterizing and meas- 
uring the cartilage effect even after doses of from 66 
to 200 mc.-hrs. Swelling of the cartilage and of the 
intercellular substances due to the taking on of water 
spread the nuclei farther apart, but no phagocytic 
cells were seen in the perichondrium or in the carti- 
lage and no dead material requiring removal was 
found. The fact that edema was present in the 
cartilage in some cases and absent in others raised 
doubt as to the factors or factor responsible for the 
condition. The authors gained the impression that 
infiltration with calcium salts was more marked in 
the irradiated cartilage than in the control speci- 
mens. These experiments demonstrated clearly that 
seeds do not bring about changes such as necrosis 
and perichondritis in the cartilage at the distances 
mentioned in the description of the experiments. 
The exposures and their effects are shown in a table. 
The authors state that further work is necessary 
to explain exactly how cartilage is influenced by 
irradiation. 

The authors believe that a combination of gold 
seeds planted directly into the tumor plus high volt- 
age X-ray irradiation is more efficacious than X-ray 
irradiation alone. They state that while complete 
removal is the method of choice for the treatment 
of malignant disease, help may be expected from gold 
seeds when this is impossible. Since cartilage is one 
of the least cellular tissues of the body, it would be 
expected to be resistant to irradiation. However, 
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because of its avascularity and slow exchange of fluid, 
it may have a special reaction to such treatment. 
A. James Larkin, M.D. 


Jac kson, C., and Jackson, C. L.: Dysphonia Plicze 
Ventricularis: Phonation with the Ventricular 
Bands. Arch. Otolaryngol., 1935, 21: 157. 


Dysphonia plice ventricularis is a rather frequent 
and usually unrecognized type of hoarseness due to 
phonation with the ventricular bands or difficulty in 
phonation due to vicarious assumption of the func- 
tion of the true vocal cords by the false cords (ven- 
tricular bands). 

In some cases sluggish approximation of the vocal 
cords seems to allow the ventricular bands to approx- 
imate first, the true cords being thereby covered and 
prevented from vibrating. Sluggish action of the 
cords may be due to impairment of muscular ac- 
tivity, fatigue of the muscles, impairment of innerva- 
tion, or arthritis of the crico-arytenoid joints. Obvi- 
ous causes of malfunction of the arytenoids are 
tuberculosis, syphilis, contact ulcer, and cancer. 

In some cases the ventricular bands seem to be 
extremely alert and abnormally quick to respond so 
that they act before the true cords. This character- 
istic appears to be associated in some cases with 
muscular hypertrophy. 

In other cases the ventricular bands take on the 
function of the true cords when one or both of the 
latter have been destroyed by disease or removed 
surgically or are congenitally rudimentary. 

In well-established cases of phonation with the 
ventricular bands the voice is deep and has a rough 
quality. Vocal training may result in smooth phona- 





Schematic illustration of the mechanism of phonation 
with the ventricular bands from a combination of hyper- 
trophic, aggressive activity of the bands with sluggish 
activity of the vocal cords. On inspiration, A, the cords 
are invisible under the hypertrophic ventricular bands. 
On phonation, B, the cords approximate but not quickly 
enough to reach the midline before the aggressively active 
ventricular bands have reached contact in the midline and 
have begun to vibrate. VB, ventricular bands. VC, vocal 
cords. 
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tion almost normal in pitch. Double voice (diplo- 
phonia) is nearly always present in the early stages 
and “‘breaking”’ of the voice is common. Sometimes 
two tones are produced at once, the true cords and 
ventricular bands functioning alternately. Vocal 
fatigue is common. 

Although the diagnosis is usually made by exam- 
ination through the laryngeal mirror, it sometimes 
requires direct laryngoscopy. 

The treatment varies with the findings. In cases 
with loss of the true cords, vocal training is the only 
therapy possible. In the cases of patients with good 
cords and overactive ventricular bands, vocal train- 
ing or checking of the action of the ventricular bands 
by nipping out a small bit of tissue from the center 
of the free edge of the bands is indicated. However, 
tefore the latter is undertaken, one must be certain 
that the vocal cords can be approximated and tensed 
and can vibrate normally. 

ArtTHUR S. W. Tovurorr, M.D. 


Kramer, R., and Som, M. L.: Local Tumor-Like 
Deposits of Amyloid in the Larynx: Report of a 
Case, with a Review of the Literature. Arch. 
Otolaryngol., 1935, 21: 324. 


On the basis of the literature, Kramer and Som 
classify cases of amyloidosis into the following four 
groups: 

1. Those of local amyloid deposits occurring in 
areas of chronic inflammation or within neoplasms. 
Such deposits may be primary or secondary. 

2. Those of local tumor-like amyloid deposits con- 
stituting a part of a general amyloidosis. The local 
amyloids may precede a general amyloidosis. 

3. Those of a typical general amyloidosis in which 
such structures as muscles, the lungs, the heart, the 
skin, and the upper air passages are involved. Lu- 
barsch distinguishes five subtypes characterized by: 
(a) almost complete exemption of organs characteris- 
tically involved in the usual type of case; (b) the 
deposition of amyloid in organs usually spared; (c) a 
tendency toward the formation of nodular deposits 
of amyloid; (d) an atypical reaction of the amyloid 
to the usual specific stain; and (e) absence of a 
demonstrable underlying cause such as chronic sup- 
puration. 

4. Those of idiopathic or primary tumor-like 
amyloid deposits without a demonstrable etiological 
factor. Such deposits are not to be regarded as true 
blastomas. They occur most frequently in the upper 
air passages and the conjunctiva, and less frequently 
in the bladder and stomach. According to Pollak, 
this type of amyloid is characterized by: (a) multi- 
plicity of lesions in the involved organ, especially 
the larynx; (b) involvement of contiguous organs 
such as the cheek, the tongue, the larynx, and the 
trachea, in a similar manner; (c) a transparent waxy 
appearance of the tumor; and (d) absence of ulcera- 
tion, glandular involvement, and pain. 

The case of amyloid deposits in the larynx which 
is reported by the authors was that of a girl nineteen 
years old who presented the regional idiopathic 





type of amyloidosis without involvement of adjacent 
organs. The history of the case is supplemented by 
an illustration showing the gross laryngoscopic pic- 
ture and two photomicrographs showing the de- 
tailed structure of the lesion. 

In a review of the literature the authors include 
statistical data on the incidence of the condition as 
regards sex, localization, symptoms, onset, appear- 
ance, recurrence, differential diagnosis, and therapy. 
Radical removal by direct or suspension laryn- 
goscopy followed by the intravenous injection of 
Congo red is recommended. Good results and even 
cures have been obtained by complete removal. 
When complete extirpation has been impossible, 
radiotherapy has been instituted. The authors are 
uncertain about the value of radiotherapy or liver 
therapy for the eradication of amyloid. 

Minas JoAnniwes, M.D. 


Salinger, S.: Carcinoma of the Larynx: Surgical 
Considerations. Laryngoscope, 1935, 45: 174. 


It is generally agreed that laryngofissure is indi- 
cated when there is an isolated lesion on one vocal 
cord with both ends of the cord free from disease, no 
subglottic extension, and no impairment of the mo- 
bility of the cord. However, cases of such lesions con- 
stitute only a small percentage of the total number of 
carcinoma of the larynx. With regard to the advis- 
ability of laryngofissure in cases in which the lesion 
extends to the anterior commissure or the subglottic 
space and the mobility of the cord is impaired 
opinions differ. The operation may be rendered more 
radical by subperichondral dissection, excision of the 
thyroid cartage, postoperative coagulation, and post- 
operative radium irradiation. 

The extent of involvement of the adjacent tissue 
found on microscopic examination varies with the 
grade of malignancy. In cases of Grade 1 there is no 
involvement of the adjacent tissues, whereas in those 
of Grade 4, the extent of involvement of the adjacent 
tissues may be as great as 15 mm. and averages 5.6 
mm. The procedure of choice in the treatment of 
the more malignant lesions is laryngectomy. 

As originally performed, laryngectomy had a 
mortality of 50 per cent. Today its mortality has 
been reduced to from 3 to 5 per cent. The improve- 
ment has been due to the suturing of the trachial 
mucosa to the skin (Gluck), more accurate hemos- 
tasis, better closure of the hypopharyngeal defect, 
corking of the trachea to prevent the aspiration of 
blood and mucus, and new methods of inducing 
anesthesia. 

Laryngectomy is possible if the patient is not too 
debilitated, the disease does not involve the pyri- 
form fossa or the base of the tongue, the trachial- 
esophageal wall is not infiltrated, and there are no 
metastases in the neck. 

In conclusion the author says that the difficulty 
of obtaining a proper speaking voice has been ex- 
aggerated. A cure is obtained in from 75 to 85 per 
cent of cases of intrinsic carcinoma of the larynx. 

Harry C. Sartzstetn, M.D. 
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Beck, J. C., and Guttman, M. R.: Carcinoma of the 
Larynx; Some Conclusions Derived from Per- 
sonal Experience. Laryngoscope, 1935, 45: 174. 

Carcinoma of the larynx is responsible for 1.8 per 
cent of the total number of deaths from cancer. The 
authors review 500 cases of carcinoma of the larynx 
treated by them. Of the 108 treated surgically, total 
laryngectomy was performed in 86 and laryngofis- 
sure in 22. 

In some of the cases there was a history of abuse of 
the voice, and in a few, smoking, papillomas, or 
keratosis played a réle in the development of the 
lesion. One hundred and twenty-four of the carci- 
nomas were intrinsic. Of these, 113 involved the 
anterior two-thirds of a cord; 9, the ventricular 
bands; and 2, the ventricle. Of the 13 extrinsic car- 
cinomas, 4 involved the epiglottis; 7, the pyriform 
sinus; 1, the aryepiglottic fold; and 1, the post- 
cricoid region. 

Extrinsic carcinomas of the larynx, which the 
authors regard as inoperable, include growths in- 
volving epiglottis, the aryepiglottic fold, the post- 
cricoid region, the pyriform sinus, and the posterior 
two-thirds of the true or false cords. Also inoperable 
are the primarily intrinsic growths that involve these 
areas by extension. 

Seventy-five per cent of laryngeal cancers become 
inoperable because of delay of treatment. 

Of 72 carcinomas of the larynx studied by the 
authors, 69 were of the adult well-differentiated 
squamous-cell type and 3 of the transitional-cell 
type. 
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Most malignancies of the larynx grow slowly and 
form metastases late. The old theory that the carti- 
laginous laryngeal box prevents the spread of laryn- 
geal cancer is incorrect as the larynx is open above, 
below, and posteriorly and is richly supplied with 
lymphatics. 

When palpable lymph nodes are found the prog- 
nosis is hopeless. Impairment of the mobility of a 
cord is not an early sign of cancer of the larynx, and 
normal mobility does not rule out malignancy. Fixa- 
tion of the cords did not occur in any of the 22 cases 
in which the authors performed laryngofissure, but 
resulted in every case in which a recurrence de- 
veloped after laryngectomy. Fixation of the cord 
contra-indicates laryngofissure. 

The authors’ results with irradiation therapy used 
alone have been unfavorable. The effects of X-ray 
irradiation were not permanent. The use of a 4-gm. 
radium pack at a distance of from 6 to 15 cm. caused 
disappearance of the growth in several instances, 
but was followed by recurrence in a number of cases. 
The Coutard method of protracted fractional irra- 
diation has frequently been followed by recurrence. 
However, the authors use irradiation as an adjunct 
to surgery. 

Laryngofissure effects a cure in 80 per cent of the 
small number of cases in which it is indicated. Of 
the authors’ 22 patients who were treated by this 
operation, all but 1 are alive. Of the 86 who were 
treated by laryngectomy, 59 per cent are still alive at 
the end of five years. There was 1 operative death. 

Harry C. SALtTzsTEtn, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Scott, S.: The Diagnosis and Treatment of Abscess 
of the Brain. J. Laryngol. & Otol., 1935, 50: 106. 


Following a historical review of the early success- 
ful operations for drainage of abscesses of the brain 
and a general summary of the symptoms of such 
abscesses, the author describes his operative proce- 
dure in some detail. He believes that when the ab- 
scess is secondary to middle ear disease the mastoid 
should first be explored and Schwartze’s operation 
should be performed. The radical mastoid operation 
should not be done unless the usual local indications 
for it are present. 

In his procedure the dura mater is exposed by re- 
moving the roof and the posterior wall of the mastoid 
cavity. In cases of cerebral abscess, the tegmen and 
the lateral wall of the middle cranial fossa are 
removed from below upward with the use of bone- 
cutting forceps. In cases of cerebellar abscess, the 
dura mater is exposed beyond and below the sigmoid 
sinus to the cerebellar fossa of the occipital bone. 
On the inner side of the sigmoid sinus Trautmann’s 
area is often the pathway of infection from the an- 
trum of the cerebellum. To attain this cranial 
exposure, a vertical incision of the scalp, temporal 
muscle, and pericranium is made from the upper end 
of the original mastoid incision and a horizontal inci- 
sion is made in the plane of the Frankfort line (infra- 
orbital-suprameatal level) to expose the cerebellar 
fossa. 

The dura mater is incised at the apparent site of 
invasion whenever this can be determined. The ab- 
scess is opened with a special brain-exploring forceps. 
Drainage tubes are attached to the pericranium or 
dura mater so that they will remain in the desired 
position even if there is subsequent swelling and 
cedema of the scalp. The wound is only partly 
closed. When enucleation of the abscess is impos- 
sible it is closed almost completely by sutures. The 
dressings and tubes are not touched for five or six 
days. The author reports a few cases in detail. 

RoBERT ZOLLINGER, M.D. 


Puusepp, L.: The Clinical Aspects and Treatment 
of Brain Abscesses (Zur Klinik und Therapie der 
Hirnabscesse). Fol. neuropath. eston., 1934, 13: 66. 


This article is based on the author’s observations 
in 297 cases of brain abscess seen in a period of thirty 
years. Two hundred and sixty-four of the abscesses 
were due to war injuries and 37 were of non-trau- 
matic origin. Abscesses are among the most serious 
lesions of the brain and in the author’s opinion con- 
stitute one of the most hopeless conditions of surgical 
neuropathology. Including abscesses of otogenous 
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origin, the author attributes not over 1 per cent of 
brain abscesses to operations on the brain. In war 
time, however, cerebral abscesses of traumatic 
origin constitute about 2 per cent of the lesions re- 
sulting from traumatic injuries of the skull. In from 
80 to 85 per cent of cases traumatic and otitic brain 
abscesses are solitary. Metastatic abscesses are more 
frequently multiple. According to Martin, they are 
multiple in 60 per cent of cases. 

The author discusses the pathogenesis, patho- 
logical anatomy, symptomatology, differential diag- 
nosis, and prognosis in general and then reports in 
more detail his own observations with regard to 
metastatic abscesses of the brain, brain abscesses 
due to diseases of the cranial cavity, brain abscesses 
of traumatic origin without injury of the skull, late 
abscesses, and abscesses following open skull in- 
juries. Next he describes the operative technique 
for puncture, permanent drainage, opening of an ab- 
scess with subsequent drainage, joining of the abscess 
wall to the dura, extirpation of the abscess with the 
wall of the capsule, and opening of the abscess with 
removal of the overlying portion of brain. 

The article contains a number of illustrations and 
a review of the literature with special reference to 
Willich’s “Spezielle Chirurgie der Gehirnkrank- 
heiten.”” It is concluded with a brief clinical evalua- 
tion of the various operative methods, a discussion 
or their indications, and a report of the author’s 
results from operation. 

The results of operation depend upon the time at 
which the operation is performed, the virulence of 
the bacteria, the depth of the abscess, and the opera- 
tive method. Of 23 cases of brain abscess which the 
author treated by puncture, recovery resulted in 60 
per cent. Of 108 cases in which the ordinary drain- 
age method was used, recovery resulted in only 8 
per cent, whereas of 115 cases in which the author’s 
method of drainage was employed, recovery resulted 
in 25 per cent. The factor having the most unfavor- 
able effect on the prognosis is rupture into a ven- 
tricle. Of 17 patients who were operated upon for 
the brain abscess developing by continuity, 41 per 
cent recovered, and of 18 operated upon for ab- 
scesses having their origin in the frontal sinus, 46.1 
per cent recovered. In cases of late abscess following 
trauma the incidence of recovery was only 16.7 per 
cent, whereas in 4 cases of late abscess without injury 
to the skull it was 75 per cent. Of 107 cases of ab- 
scess following an open wound of the skull in which 
the wound remained opened and the pus was able to 
escape, good results were obtained in 83 per cent, 
whereas of the cases in which débridement was 
followed by primary closure of the wound good re- 
sults were obtained in only 25 per cent. Of 66 cases 
of true traumatic brain abscess, that is, abscesses 
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formed within the brain without a direct relation- 
ship to the wound in the skull, recovery resulted in 
66.7 per cent. Of 49 cases of deep abscesses with the 
prolapse of fungous cerebral masses recovery re- 
sulted in only 12.4 per cent. 

The author concludes with the statement that 
under favorable conditions good results can be ob- 
tained in cases of brain abscess by operation per- 
formed at the right time. 

(HEINEMANN-GRUDER). CLARENCE C. REED, M.D. 


Kaplan, A.: Abscess of the Brain: A Report of Five 
Consecutive Recoveries, with Special Reference 
to the Mosher Drain and Pneumographic 
Visualization of the Abscess Cavity. Arch. Oto- 
laryngol., 1935, 21: 385. 

Of the five patients whose cases are reported by 
the author, three had an abscess of the temporal 
lobe complicating otitis media; one, an abscess of 
the frontal lobe secondary to osteomyelitis of the 
skull and suppurative frontal sinusitis; and one, 
an abscess of the temporal lobe which was probably 
of metastatic origin. Kaplan emphasizes the im- 
portance of delaying drainage until encapsulation 
of the abscess has taken place. 

In the treatment given in the cases reported the 
dura was exposed over the site of the abscess and 
the dura and subarachnoid spaces were sealed off 
at the osseous margin with an electric coagulating 
machine. The abscess cavity was located by means 
of a needle and when pus began to escape the stylet 
of the needle was quickly replaced. A cone of dura, 
underlying brain, and abscess wall was then re- 
moved with the electric scalpel. A Mosher drain 
was used. After the drain had been lubricated it 
was inserted into the cavity of the abscess and the 
obturator removed to allow the pus to escape. The 
drain was usually extruded or removed within two 
weeks. Ventriculograms proved of value in one case. 
In another case, roentgenograms made following the 
injection of 20 c.cm. of air after the removal of 
30 c.cm. of pus showed the size, position, and shape 
of the abscess cavity very clearlv. 

Four of the patients are free from symptoms and 
have returned to their previous occupations. One 
patient has a residual hemiparesis, but is able to 
walk unassisted. RosBeErT ZOLLINGER, M.D. 


Averbukh, S. S., Brevda, I. S., Lubotsky, D. N., and 
Semenova, O. S.: The Palatine Access to the 
Ganglion Sphenopalatinum and to the Second 
Branch of the Trifacial Nerve. Ann. Surg., 1935, 
101: 819. 


Attention is called to the trifacial neuralgia which 
persists after section of the preganglionic fibers of the 
gasserian ganglion or alcohol injection of the gan- 
glion but is relieved by injection into the spheno- 
palatine ganglion. The various methods of removing 
the sphenopalatine ganglion are discussed. Follow- 
ing a review of the anatomy of the sphenopalatine 
ganglion the authors give a detailed description of 
their method of approach to the ganglion. 
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The patient is placed in the Rose position and 
local anesthesia is induced with a strong solution of 
cocaine and adrenalin. An incision is made from the 
posterior terminus of the alveolar process of the 
upper jaw to a similar point on the opposite side. A 
portion of the hard palate is removed. To widen the 
access when the palate is narrow, the posterior part 
of the vomer and part of the palatinum durum of the 
opposite side may also be removed submucously, 
the edges of the large palatial foramina on both 
sides being left intact. The mucous membrane 
at the base of the nasal cavity is incised on the side 
operated upon. If the palate is narrow the incision 
may be prolonged to the other half of the palate. 
The posterior part of the nasal partition may be re- 
moved. Thereby the first stage of the operation, 
namely, the penetration into the nasal cavity and 
the rhinopharynx through the mouth, is accom- 
plished. 

The mucous membrane on the lateral wall of the 
nasal cavity is then incised, beginning somewhat 
higher than the posterior edge of the concha nasalis 
media and descending to the level of the large pala- 
tine foramen. The mucous membrane together with 
the periosteum is separated from the palatine bone 
and the interior plate of the sphenoid process. 

The uppermost part of the inner wall of the 
sphenopalatine canal is removed with a narrow 
gouge. The ganglion lies directly under the peri- 
osteum of the exterior surface of the vertical plate. 
It is advisable to exert a slight pull on the detached 
palatine flap to make sure that the sphenopalatine 
canal is opened. This produces tension in the vascu- 
lar nervous fasciculus which draws the ganglion for- 
ward. Exposure of the vidian nerve is then done. For 
this purpose it is advisable to remove the lower part 
of the anterior wall of the vidian canal. The vidian 
nerve and major palatinus nerve having been caught 
with a squint hook, the ganglion is exposed and re- 
moved together with a portion of the vidian nerve 
and the sphenopalatine and palatinorum nerves. If 
it is unnecessary to resect the second branch of the 
trifacial nerve, the operation may be considered com- 
pleted at this point. 

The authors describe the resection of the second 
branch of the trifacial nerve in detail, which is then 
carried out if deemed necessary. 

In concluding the operation the mucous membrane 
of the lateral wall of the nasal cavity is set in place. 
Sutures are applied to the mucous membrane along 
the bottom of the nasal cavity. The palatine flap is 
likewise set in place. An immobilizing device with 
a celluloid plate is then applied by Shroeder’s 
method. If this is not available, the palatine flap is 
fixed by sutures. RoBert ZOLLINGER, M.D. 


Friedman, L., and Eisenberg, A. A.: Neurofibroma 
of the Hypoglossal Nerve. Ann. Surg., 1935, 101: 
834. 

Although neurofibromata not uncommonly in- 
volve the cranial nerves, especially the acoustic 
nerve, the author was unable to find a previously 
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reported case of neurofibroma arising from the hypo- 
glossal nerve. 

His patient was a woman thirty years of age who 
complained of a painless, progressive enlargement 
at the angle of the jaw on the right side which had 
begun one and one-half years previously and had 
not been accompanied by any motor disturbance of 
the tongue or interference with speech. Examina- 
tion revealed a smooth, globular, painless, and 
apparently cystic mass occupying the entire superior 
carotid triangle on the right side. A probable 
diagnosis of large branchial cyst or aberrant thyroid 
was made. 

At operation the tumor was found to occupy the 
portion of the hypoglossal nerve nearest its exit from 
the skull and to extend to about where the nerve 
normally crosses the tendon of the digastric muscle. 
It was entirely removed with a portion of the normal 
nerve. Its microscopic appearance was character- 
istic of neurofibromata with areas of edema, hemor- 
rhage, and fatty degeneration. Marked unilateral 
atrophy of the tongue developed. 

The author emphasizes that while neurinomas are 
frequently benign, they may assume sarcomatous 
characteristics. RoBert ZOLLINGER, M.D. 


SYMPATHETIC NERVES 


Caeiro, J. A.: Stellate Ganglionectomy (La esteiec- 
tomfa). Semana méd., 1935, 42: 557- 

Caeiro gives a detailed illustrated description of 

the surgical anatomy of the stellate ganglion and 


discusses the comparative advantages of the cer- 
vical and the dorsal approach for removal of that 
ganglion. 

He states that he usually prefers the cervical ap- 
proach, by which, in some cases, it is possible to 
extirpate the second thoracic ganglion. The dorsal 
route permits easy removal of the second thoracic 
but not the intermediate ganglion. Each opera- 
tion complements the other for special indications. 
If total destruction of all the sympathetic fibers of 
the head, neck, and upper limb is desired, resection 
of the intermediate, stellate, and second thoracic 
ganglia is necessary. This is difficult if only one 
approach is employed. For the first intervention 
Caeiro uses the cervical route. However, when it 
is evident at operation or from the clinical evolution 
of the case that the removal has been incomplete, 
the costal operation must be done in order to extir- 
pate the second thoracic ganglion. 

In all his operations, both cervical and dorsal, 
the author has successfully used simple infiltration 
with novocain and adrenalin. When the stellate 
ganglion is reached, the tissues around it are in- 
filtrated through an extremely fine needle and, if 
possible, a few drops of the anesthetic are injected 
into the ganglion. 

Caeiro has resected the stellate ganglion with good 
results in Raynaud’s disease, angina pectoris, retin- 
itis pigmentosa, exophthalmia, and trigeminal 
neuralgia. 

The article is followed by a bibliography. 

M. E. Morse, M.D. 
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CHEST WALL AND BREAST 


Paggi, B.: A Case of Liponecrosis of the Breast with 
Xanthomatous Degeneration (Considerazioni 
sopra un caso di liponecrosi della mammella con 
degenerazione xantomatosa). Policlin., Rome, 1935, 
42: sez. chir. 102. 


A middle-aged woman who had had five preg- 
nancies discovered a painless lump in the breast six 
months previous to her admission to the hospital. 
For five months the lump remained unchanged, but 
at the end of that time it grew rapidly, became 
intensely painful, and showed inflammation and 
softening. A considerable amount of reddish milky 
sterile fluid was withdrawn. When first seen by 
the author, the tumor was the size of a lemon, hard, 
smooth, and elastic. Within six days the entire 
breast became involved and a large crater-like 
ulceration with hard, well-defined walls and con- 
taining granular détritus appeared. The breast was 


amputated. There were no signs of multiple 
xanthomatosis. The blood cholesterin was not 
estimated. 


Histological examination of the specimen showed 
fat necrosis with the characteristics of xanthoma- 
tosis. The facts that necrotic areas without xan- 
thomatosis were present, and xanthomatosis was 
found only in connection with necrotic zones indi- 
cated that the latter condition was secondary. In 
the author’s opinion the xanthomatous cell is prob- 
ably of reticulo-endothelial origin and the morpho- 
logical characteristics and staining reactions in this 
cast constituted additional proof that the process is 
not a phagocytosis but the expression of the activity 
of the reticulo-endothelial system in lipoid metab- 
olism and the resorption of fat in necrotic areas. 

Paggi identifies the first period of the clinical 
course, during which the tumefaction remained sta- 
tionary and without symptoms, with the fat necrosis, 
and the second period, the period of rapid growth, 
inflammation, and softening, with the xanthomatous 
degeneration. The transition from the stony hard- 
ness of the nodule of necrotic fat to fluctuation is of 
aid in the differential diagnosis from carcinoma, 
and in fact suggests rather the possibility of tuber- 
culosis. 

The report includes illustrations and a bibliog- 
raphy. M. E. Morse, M.D. 


Bloodgood, J. C.: Borderline Breast Tumors: Bi- 
opsy and Postbiopsy Treatment. J. Am. M. 
ASS., 1935, 104: 430. 

The pathological type of distinctly palpable 
breast tumor subjected to exploration which has 
shown the greatest increase in frequency in the past 
three years is the borderline breast tumor. 


In cases in which the palpable mass is small enough 
it is excised with a good margin of uninvolved breast 
tissue and the wound is closed. This can be done 
without producing loss of symmetry in the breast. 
The tumor is bisected and studied with the naked 
eye and an immediate frozen section is made and 
examined. If the surgeon and pathologist are confi- 
dent that the tumor is distinctly benign, the wound 
in the breast is closed and no postoperative irradia- 
tion is given. If the surgeon and pathologist are 
convinced by the gross appearance and the frozen 
section that the tumor is distinctly malignant, an 
alcohol sponge or a gauze sponge saturated with a 50 
per cent solution of zinc chloride and squeezed dry 
is placed in the wound, the skin is sutured over it, 
and the complete operation for cancer is performed 
at once. 

The author has accumulated evidence which indi- 
cates clearly that there is no danger in closing the 
wound without either the alcohol or the zinc chloride 
sponge after removal of the malignant tumor and 
in subjecting the patient to postbiopsy irradiation. 
He has accumulated evidence also which indicates 
that when the malignant tumor measures less than 
24 mm. and has been present for only one month 
or less, local excision and postoperative irradiation 
may offer as much chance for permanent cure as the 
radical operation. 

In his study of borderline tumors Bloodgood found 
that, with the rarest exceptions, such neoplasms are 
benign. Whether the complete operation is per- 
formed immediately or later, the axillary glands 
show no metastasis. In not one of the author’s cases 
up to the time of the patient’s death or at the present 
time if the patient is living has there been any sign 
of malignancy in the scar or of internal metastasis. 
The incidence of malignant involvement of the other 
breast has been identical with that in an equal 
number of cases of benign adenoma of the breast 
occurring at the same age and followed for the same 
length of time. 

Bloodgood advises treating the borderline tumor 
on the operating table in the same way as a benign 
tumor but, after the operation, irradiating the 
breast and axilla while sections are being submitted 
to two or more widely experienced surgical patholo- 
gists. In his cases, irradiation over the axilla is 
given at once with protection of the breast wound, 
and irradiation over the breast and its wound within 
a week or ten days. 

He believes he has sufficient evidence to justify 
his conservative advice regarding borderline tumors, 
especially those of the type that can be excised com- 
pletely. He states that in cases of more diffuse 
tumors the conservative operation should be reserved 
for special clinics which have had large experience 
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in the treatment of borderline tumors of the breast; 
elsewhere, the complete operation for cancer of the 
breast should be performed in one stage. 

JoserH K. Narat, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Blackford, S. D.: Pulmonary Manifestations in 
Human Tularemia: A Clinical Study. J. Am. 
M. Ass., 1935, 104: 8o1. 

This report is based on an analysis of the clinical 
evidence of pleuropulmonary involvement discov- 
ered in thirty-five cases in which the diagnosis of 
tularemia was made by either an agglutination test 
or recovery of the organism. 

Physical and roentgenological signs of pulmonary 
consolidation were detected in seven cases. In this 
group the clinical criteria of tularemia were often 
lacking. Ulceroglandular lesions were apparent in 
only two cases. In the others, agglutination tests 
were made because of a fever of unknown origin or a 
chest condition of unproved etiology. The symp- 
toms of pneumonia were variable. In all of the cases 
there was a cough without rusty sputum. Chills 
accompanied the onset of tularemic symptoms, but 
were absent at the beginning of the pneumonia. 
Chest pain was absent in five cases but severe in 
two. The physical signs were those of lobular pneu- 
monia. In one case the involvement was both lobu- 
lar and lobar. The signs persisted for from three days 
to three weeks. The temperature fluctuated from 103 
to 106 degrees F., and in the cases of the patients who 
survived the fever persisted after disappearance of 
the signs. The pulse rate was remarkedly slow in 
relation to the fever. The leucocyte count was 
within the normal limits. Three of the seven pa- 
tients died. Clinical bronchitis was diagnosed in 
twelve cases. In only seven of these was the bron- 
chitis uncomplicated. The seven patients with un- 
complicated bronchitis gave typical contact his- 
tories and exhibited the ulceroglandular lesions of 
tularemia. 

All of the patients had a moderate to severe cough. 
It began in most cases within a week of the tularemic 
inoculation and continued for from a few days to 
more than thirty months. In four cases it was un- 
productive. There was no chest pain. Rales were 
heard in every case. In some cases they were fine and 
in others generalized and coarse. Roentgen studies 
did not confirm the suspicion of pneumonia in two 
cases. In two cases there was a high and protracted 
fever and in five a mild febrile reaction. 

A diagnosis of pleural effusion was made in four 
cases. Pleural effusion was found at autopsy in a 
pneumonic case. In the cases of the three patients 
who survived the fluid was aspirated and studied. 
In the case of one of these patients the presence of 
tularemia was obvious from the history and ulcero- 
glandular lesions, but in the cases of the two others 
the nature of the condition was not apparent. One 
of the two latter patients requested an agglutination 
test after two years during which he was thought to 


have tuberculosis of the pleura and lung. The other 
was believed to have a tuberculous effusion until 
tularemia was proved by a routine agglutination 
test for an obscure condition of the chest. These 
patients presented the usual signs of pleural effusion 
characterized by high fever, a relative bradycardia, 
and a normal leucocyte count. No acid-fast organ- 
isms were found in the fluid, and guinea-pig inocu- 
lations were negative for both tuberculosis and 
tularemia. The bacillus tularense was not recovered 
from the fluids, but the fluid agglutinated the or- 
ganism in high dilutions. 

In a high percentage of cases coming to autopsy, 
tularemia has been found to affect the thoracic 
viscera, but this study demonstrates for the first 
time that pleuropulmonary infections are frequent in 
patients who recover from the disease. 

The data relative to the individual tularemic in- 
fections and the respiratory symptoms, physical 
signs, and roentgenological diagnosis in the thirty- 
five cases are presented in tables, and a number of 
the cases are reported. 

J. Epwiy Kirkpatrick, M.D. 


Archer, V. W., Blackford, S. D., and Wissler, J. E.: 
Pulmonary Manifestations in Human Tula- 
remia: A Roentgenological Study. J. Am. M. 
Ass., 1935, 104: 895. 

Of thirty-five cases of tularemia reviewed, a roent- 
gen study of the chest was made in thirty-four. In 
none were chest roentgenograms made prior to the 
tularemic infection. 

Pulmonary consolidation was found in seven cases. 
Tularemic pneumonia was described in ten of the 
fourteen complete routine autopsy reports quoted 
by Gundry and Warner. It appears to be primarily.a 
bronchopneumonia with a lobular type of involve- 
ment which is often accompanied by areas of focal 
necrosis. In some cases there may be large areas of 
caseous consolidation in which cavitation may occur 
if secondary infection is present. 

The findings of roentgen studies of tularemic 
pneumonia are in accord with the known pathologi- 
cal changes of the condition, but the diagnosis can- 
not be made on the basis of chest roentgenograms 
alone. A roentgen diagnosis of necrosis of the lung 
which was made in two of the cases reviewed by the 
authors was confirmed at autopsy. Three surviving 
patients showed roentgen evidence of infiltration 
without rarefaction. In subsequent studies of these 
patients one was found to have practically no resid- 
ual change six weeks later; another, a thickening of 
the bronchial tree after five months; and the third, 
a marked fibrosis after five years. In the case of a 
fourth surviving patient, roentgenograms revealed 
definite pneumonia with what appeared to be central 
softening. Follow-up roentgenograms of this pa- 
tient could not be obtained. 

In seven active cases an uncomplicated increase 
in the peribronchial markings was noted in the 
roentgenograms. In the majority there was some 
haziness in addition to the thickening. This was 
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thought to represent an acute bronchitis or peri- 
bronchitis rather than a simple fibrosis. 

In three cases, roentgen examination showed a 
pleural effusion, but the roentgenograms were of no 
assistance in identifying the tularemic nature of the 
effusions. The discovery of fluid in the pleural space 
has been recorded in the reports of three of fourteen 
autopsies performed in cases of tularemia. Tula- 
remia is therefore to be considered a possible, though 
rare cause of pleural effusion. 

Lesions of peribronchial and bronchial lymph 
nodes have been recorded in the reports of three of 
fourteen autopsies. The glandular enlargement may 
be independent of lesions in the lung. Evidence of 
involvement of the hilus glands seen in roent- 
genograms may be ascribed to the puerile type of 
tuberculosis. Lymphadenitis was found roent- 
genologically in one of the authors’ series of cases. 

The residual changes in the chest following tula- 
remia in twenty-four cases in which recovery resulted 
consisted of peribronchial thickening alone in nine, 
peribronchial thickening with apparently an excess 
of calcium in eleven, apparently an excess of calcium 
alone in four, mediastinal enlargement of undeter- 
mined cause in one, and mediastinal enlargement 
within normal limits in two. 

When no previous roentgenograms are available 
for comparison it is difficult to estimate an increase 
in calcium deposits and peribronchial thickening 
following tularemia. Other causes of pulmonary 
fibrosis and calcification, such as the reaction to 
tuberculosis, could not be excluded. However the 
data are sufficiently suggestive to indicate the need 
for further observations. 

It has been demonstrated by roentgenograms that 
definite pulmonary changes are present in a high 
percentage of cases of tularemia. Every atypical 
chest condition occurring in tularemic territory 
should have the benefit of a diagnostic agglutination. 

The article contains illustrative case histories and 
roentgenograms. J. Epwrn Kirkpatrick, M.D. 


Fiorini, E.: Attempts to Produce Bronchiectasis 
Experimentally (Tentativi di riproduzione speri- 
mentale di bronchiettasie). Policlin., Rome, 1935, 
42: sez. chir. 85. 


In view of the great diversity of opinion regarding 
the etiology and pathogenesis of bronchiectasis and 
the possibility that the condition may have multiple 
causes, Fiorini investigated experimentally the effect 
upon the bronchi of pleural adhesions and concur- 
rent pulmonary sclerosis and retraction. Although 
the importance of pleural adhesions in the develop- 
ment of bronchiectasis has been estimated very 
diversely, it seemed logical to assume that if they 
acted at the same time at opposite points they might 
cause bronchial dilatation. 

Extensive pleural adhesions were produced in 
twelve dogs by means of transpleural sutures. The 
operations were performed at intervals of one month 
at three sites: a curve between the parasternal and 
paravertebral lines at the level of the ninth thoracic 
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vertebra, the parasternal border of the lung, and 
the diaphragmatic surface. Marked sclerosis and 
retraction of the lung were produced by alcohol 
injections into the corresponding parenchymal area 
twelve days after each operation. After intervals of 
from four to eight months the animals were killed 
and the lungs studied macroscopically, micro- 
scopically, and roentgenologically. 

In no case was there the slightest change in the 
caliber, form, position, or structure of the bronchi. 
In fact, the bronchi were the only structures which 
remained unaffected. The experiments therefore 
demonstrate that purely mechanical forces acting 
on the bronchi are insufficient to produce bronchiec- 
tasis in the absence of factors diminishing the re- 
sistance of the bronchial walls. 

The article is accompanied by illustrations and a 
bibliography. M. E. Morse, M.D. 


O’Shaughnessy, L.: Surgery of the Lung Root. 
Lancet, 1935, 228: 476. 


The author describes some of the less well known 
surgical procedures on the lung root, reviews the 
surgical anatomy of this region, and cites some of 
the dangers of operative interference. 

Three methods of approach to the lung root are 
used: the transpleural, the anterior mediastinal, and 
the posterior mediastinal, depending upon the por- 
tion of the root to be operated upon. 

Since the development of the bronchoscope, opera- 
tion on the bronchus is seldom performed for the 
removal of foreign bodies but is practicable in certain 
cases. In cases of obstruction of the lower air 
passages due to an inoperable tumor bronchotomy 
may be performed as a palliative measure. The 
author suggests bronchostomy on a main bronchus 
for the palliation of widespread suppurative disease 
of the lung. In cases of generalized infection this 
might be performed in two stages to insure the local 
formation of adhesions. 

Operation on the pulmonary artery with ligation 
of the lobar branches has been done in cases of 
bronchiectasis. Ligation of this artery is followed, 
not by gangrene of the lung, but by a diffuse fibrosis. 
It is suggested that as ligation of a lobar artery is 
not satisfactory for the reduction of hemorrhage 
because of the rich anastomoses between the lobar 
branches, ligation of the pulmonary artery might be 
feasible. 

Operation on the pulmonary veins with ligation 
of one or more of the vessels produces a venous stasis 
which is accompanied by only very slight systemic 
disturbances. In several cases it has been of aid 
in arresting tuberculous processes. The author sug- 
gests that this type of operation may be used when 
larger operations such as thoracoplasty and the 
other collapse methods are impractical. 

Operations on the nerves of the lung root for 
bronchial asthma are to be considered only in cases 
believed to be of neurogenic origin and only after 
complete allergic tests have been made. 

Jay EuGENE TREMAINE, M.D. 
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Monod R., and Demirleau, J.: The Technique of 
us One-Stage Lobectomy (Technique de la lobec- 
tomie en un temps). J. de chir., 1935, 45: 376. 

Lobectomy offers the only hope of cure in exten- 
sive bronchiectasis or localized bronchiectasis that 
does not respond to the usual treatment and in cases 
of old pulmonary abscesses. It may also cure cancer 
of the lung if the diagnosis is made early and may be 
applicable to well-chosen cases of tuberculosis. 

The technique used by the authors is similar to 
that of Brunn as modified by Shenstone and Archi- 
bald. It offers the advantages of rapidity with mini- 
mal shock and trauma, a better chance for expansion 
of the remaining lobes, and a closed thoracic wall. 

The operation is best performed on patients be- 
tween twenty and thirty years of age whose cardio- 
vascular system and blood pressure are normal. The 
patient should be carefully prepared. If expectora- 
tion is abundant, postural drainage or bronchial 
aspiration should be done. The patient should be 
given good general care and exposed to the sunlight. 
Co-existing infections of the nose or throat should 
be cleared up. Vaccines may be beneficial. 

Pre-operative pneumothorax offers many ad- 
vantages, but phrenicectomy is not advisable. The 
authors perform the operation under nitrous oxide 
anesthesia induced preferably by the intratracheal 
method. 

They give complete directions with regard to the 
operative technique, the position of the patient, the 
assistants, and the instruments. Numerous illus- 
trations show in considerable detail the approach to 
the lung, the method of freeing and removing the 
lobe, the suturing of the pedicle, and the closing of 
the chest wall. After the operation, before the pa- 
tient leaves the operating table, aspiration of the 
trachea and bronchi is performed to remove all re- 
maining purulent secretions. 

The authors recommend postoperative trans- 
fusion of from 200 to 500 c.cm. of blood. Other 
treatment must be symptomatic and directed to- 
ward the prevention of heart failure, elevation of 
the temperature, and restlessness. 

Drainage continues from the chest for about three 
weeks and as a rule a bronchial fistula persists for 
two weeks. The fistula causes no harm, but care 
must be taken to avoid injecting Dakin’s solution 
into the chest. 

Care is usually complete after about six weeks. 

MarsH W. Poote, M.D. 


HEART AND PERICARDIUM 


Cola, G.: Fluoroscopic Observations in Acute and 
Chronic Pericarditis (Osservazioni radiologiche 
nelle pericarditi acute e croniche). Radiol. med., 1935, 
22: 125. 

The clinical diagnosis of pericarditis, although 
easy in some cases, usually presents great difficulties 
which are often insurmountable by the ordinary 
methods of physical examination. While fluoro- 
scopic examination is not always infallible, it is at 


least relatively reliable and can be carried out 
quickly. 

In cases of dry or fibrinous pericarditis in which 
the pathognomonic pericardial friction is absent, 
fluoroscopy reveals a heart which is not enlarged, a 
decrease or disappearance of cardiac pulsations, and 
a paretic or paralytic condition of the left half of the 
diaphragm. 

In serofibrinous pericarditis it may reveal the 
early stage of a pericardial effusion. Holmes’ 
maneuver in this stage shows a characteristic de- 
formation of the left cardiac margin between the 
superior and middle arc. In a later stage, as the 
effusion progresses, the fluoroscopic picture becomes 
more characteristic. The heart assumes a globular 
outline. Its contour becomes markedly convex, the 
normal subdivision of its margins into arcs disap- 
pears, and its transverse diameter becomes increased. 
The shadow of the superior vena cava appears en- 
larged. The cardiac pulsations are abolished, and 
the diaphragm is either paretic or completely im- 
mobilized. 

The cardiac movements may be studied by roent- 
gen kymography or by gastric insufflation as sug- 
gested by Maragliano. 

In some cases the examination reveals a double 
contour at the right, or the presence of a central and 
denser nucleus (Blechmann) which is often over- 
looked but always exists in children as well as adults. 

Holmes’ maneuver, by which the author attempts 
to demonstrate a broadening of the base and a re- 
duction of the transverse diameter, helps to dif- 
ferentiate a pericardial effusion from the enlarged 
heart of myocarditis. 

In the latter condition the heart assumes a tri- 
angular shape and presents rectilinear contours; the 
pulsations are weak and irregular but easily iden- 
tified with the aid of the kymograph; and Holmes’ 
sign is absent. 

Fluoroscopy is of particularly great value in cases 
of adherent pericardium. 

In cases of simple synechia a slight fixation of 
the heart and a systolic disturbance may be detected. 

In cases with the presence of an involucrum 
surrounding the heart completely or partially the 
findings are still more characteristic. In addition 
to fixation of the heart, they include a marked 
diastolic and systolic disturbance, an increase in the 
size of the heart, and enlargement of the superior 
vena cava. The cardiac pulsations are barely visible 
or not visible at all, there is no shift of position of 
the apex during systole, and the outline of the heart 
appears rigid and is not influenced by the respiratory 
movements. 

In cases of fixation of the pericardium to neighbor 
ing parts the fluoroscopic picture is still more char- 
acteristic. The heart is small and shows irregular 
outlines, the superior vena cava is enlarged, the 
pulsations are either weakened or abolished, the 
diaphragmatic outline appears festooned and is fixed, 
and signs of mediastinal pleurisy are often noted. 
The precardiac and retrocardiac spaces may be 
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reduced or appear opaque and do not clear up with 
the respiratory movements. 

Fluoroscopic examination permits also a study of 
Wenckebach’s sign and the demonstration of varia- 
tions in the diaphragmatic excursions and of diver- 
ticula of the esophagus due to traction. 

RIcHARD E. Somma, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Moersch, H. J., and Broders, A. C.: Adenoma of 
the Esophagus. Arch. Otolaryngol., 1935, 21: 168. 


Benign tumors of the esophagus are of special 
interest because of their comparative rarity and be- 
cause the majority of them are amenable to treat- 
ment. It is essential that they be recognized and 
distinguished from the malignant tumors, which are 
comparatively numerous and very resistant to all 
forms of therapy. Unfortunately, benign tumors 
lack distinctive clinical and roentgenoscopic features. 
The possibility of the presence of a benign tumor 
must be considered in all cases of dysphagia of un- 
known origin. Benign tumors can be accurately 
distinguished only by esophagoscopy and biopsy. 

The benign neoplasms which may involve the 
esophagus are the adenoma, fibroma, hemangioma, 
leiomyoma, lipoma, lipomyoma, myoma, myxo- 
fibroma, and papilloma. Among the rarest of these 
is the adenoma. The esophagus may be involved 
also by aberrant thyroid tissue, cysts, and polyps. 

The first adenoma of the esophagus was reported 
by Weigert in 1876. This tumor was discovered 


accidentally at postmortem examination. There had 


been no symptoms referable to the esophagus. Not 
long ago Hicquet and Jourdain reported a case in 
which the tumor was recognized and diagnosed 
clinically and the clinical diagnosis was confirmed 
by microscopic studies. Recently Moersch and 
Broders observed a case with roentgenoscopic and 
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microscopic findings very similar to those reported 
by Hicquet and Jourdain. Because of the rarity of 
the tumor, the case was reported in detail. 


Sophian, L.: Mediastinal Ganglioneuroma. 
Surg., 1935, 101: 827. 


Sophian reports a case of ganglioneuroma of the 
right upper chest in which surgical removal of the 
neoplasm was followed by recovery. The patient 
was a girl seven and a half years old whose only 
complaints were a cough and fever persisting for 
eighteen months. The tumor was found to be extra- 
pleural and encapsulated. It measured about 10 by 
7 by 6cm. Roentgenograms made two and a half 
years after its removal show no evidence of recur- 
rence. The lung tissue completely fills the right apex. 

In a review of the literature the author found 
reports of more than 100 cases of ganglioneuroma. 
Nearly one-half of the patients were under sixteen 
years of age and the greater number were females. 
As ganglioneuromas arise and develop along the 
cranial nerves and the sympathetic trunks (cervical, 
thoracic, and retroperitoneal), their anatomical rela- 
tions depend upon the pre-existing structures in 
which they arise. The success of their operative 
removal depends upon their location, size, depth, 
and proximity to large vessels. In the neck the 
occurrence of paralysis of the cervical sympathetic 
nerve is to be expected because of the close connec- 
tion of this nerve with the tumor. 

While the great majority of ganglioneuromas 
appear to be completely benign and of slow growth, 
some of them have been undoubtedly malignant. 
Cases of multiple ganglioneuromas have been re- 
ported. There is a close gross and microscopic 
similarity between the benign ganglioneuroma and 
the neurogenic fibroma which has a marked tendency 
toward malignancy and recurrence. 

Jay EUGENE TREMAINE, M.D. 


Ann. 








ABDOMINAL WALL AND PERITONEUM 


Herzberg, B.: Operation for Crural Hernia by the 
Inguinal Route and Its Late Results (L’opera- 
zione dell’ ernia crurale per via inguinale e i suoi 
risultati lontani). Arch. ital. di chir., 1935, 39: 91. 

The author reviews 265 cases of crural hernia 
operated on by the inguinal route at the Surgical 
Clinic of Leningrad. This method was introduced 
by Ruggi. Herzberg finds it an excellent method 
by which to obtain access to the peritoneal funnel, 
determine the contents of the hernial sac, and bring 
about firm closure of the crural ring and, in com- 
bined inguinal and crural hernia, firm closure of the 
inguinal canal. 

The incision is made below and parallel with 
Poupart’s ligament. The transverse fascia is then 
incised and the crural hernia brought into the 
inguinal canal. If necessary, the hernial ring may 
be enlarged by incising Gimbernat’s ligament. 

The author’s material shows that there is no 
danger of producing an inguinal hernia by this 
method. In cases of both inguinal and crural hernia 
and those in which the ring is large, the described 
operation is the procedure of choice. It may be 
performed also in cases of strangulated hernia. In 
the latter, liberation of the neck of the sac may be 
followed by section of Poupart’s ligament which 
gives better access to the field of operation by 
enlarging the inguinal canal laterally. Section and 
suture of the ligament does not reduce the solidity 
of the abdominal wall. 

The late results in 151 cases show that the opera- 
tion described is one of the most effective methods 
for the treatment of crural hernia. 

AupREY Goss Morean, M.D. 


K6éntzey, E.: A Case of Incarcerated Obturator 
Hernia Cured by Operation (Operierter und ge- 
heilter Fall von Hernia obturatoria incarcerata). 
Orvosképzés, 1934, 24: 113. 

The clinical importance of obturator hernia is due 
to incarceration, the characteristic symptom of 
which is ileus associated with the Howship-Romberg 
sign. Diagnosis of the uncomplicated hernia is sel- 
dom possible. The author reports a case to show the 
difficulties in diagnosis and operation. 

His patient was a woman sixty-two years old who 
complained of severe cramp-like pain in the lower 
part of the abdomen of four days’ duration. Meteor- 
ism was found. There was no evacuation of feces or 
flatus. Vomiting occurred, and the vomitus became 
foul-smelling. The hernial orifices were free. On 
being moved, the patient complained of severe pain 
in the left thigh. On the medial side, corresponding 
to the position of the adductors and the pectineus 
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muscle, there was a painful area the size of the palm 
of the hand over which the muscles were tense and 
tender. There was moderate flexion contracture in 
the hip joint. A diagnosis of left incarcerated ob- 
turator hernia was made. Operation was performed 
through the thigh. An attempt at blunt enlargement 
of the hernial orifice and reposition was unsuccessful. 
Laparotomy was therefore performed. The os pubis 
was sawed through with a Gigli saw and the divided 
bone was spread, whereupon the incarcerated bowel 
loops were easily drawn back into the peritoneal 
cavity. The necrotic loops were resected. Recovery 
was complete after forty days. 

The author believes that in every case of ileus of 
unknown origin, especially in thin women, the pos- 
sibility of an incarcerated obturator hernia should be 
kept in mind. In cases with a doubtful diagnosis it 
seems advisable to begin the operation by lapa- 
rotomy. Resection of the pubic bone is easily and 
simply done and protects best against accidental 
injuries. The prognosis is less hopeless than Wilms 
assumes. The case reported is the fourth which did 
not terminate fatally. Unquestionably the prog- 
nosis depends upon the duration of the ileus and the 
stage of the clinical manifestations. 

(E. Intés). Leo. M. ZimMeRMAN, M.D. 


Trusler, H. M., Reeves, J. R., and Martin, H. E.: 
The Significance of Anaérobic Organisms in 
Peritonitis Due to Liver Autolysis: A Bacterio- 
logical Study of the Peritoneal Exudates. Arch. 
Surg., 1935, 30: 371. 

The authors first cite previous experiments re- 
ported by them which showed that clostridium 
welchii is not a normal inhabitant of dog liver or dog 
muscle. 

In experiments to determine the significance of 
anaérobic organisms in peritonitis due to liver 
autolysis they found that when pieces of liver re- 
moved aseptically from one dog were introduced 
with the usual precautions for asepsis into the peri- 
toneal cavity of another dog, death resulted in a few 
hours and the peritoneal exudate contained, not only 
the liver organism, but other anaérobes normally 
found in dog muscle. They therefore concluded that 
they were probably contaminating the pieces of 
liver while placing them in the peritoneal cavity. 
As such contamination might occur also when pieces 
of autoclaved liver were introduced into the peri- 
toneal cavity, the only logical method for intro- 
duction of the autoclaved liver seemed to be in- 
jection. Accordingly the liver was ground fine enough 
to be injected through a 15-gauge needle. 

In experiments on two dogs in which the injection 
was made through a needle thrust into the peri- 
toneal cavity through the midline, death occurred 
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within fifteen hours. In two other dogs a slit was 
cauterized well through the skin, fascia, and muscle, 
down to the peritoneum in the midline of the ab- 
domen and the injection made through a needle 
introduced through the slit into the peritoneal 
cavity. These dogs did not die and did not develop 
peritonitis. In experiments on another series of 
dogs aspiration of the peritoneal exudate at inter- 
vals after the injection showed that when auto- 
claved liver was injected intraperitoneally in an 
uncontaminated state it remained sterile until it was 
absorbed and did not cause death. 

In experiments in which incubated liver was 
similarly used death always occurred usually within 
a few hours after the injection. All of the smears 
and cultures of the peritoneal exudate removed from 
these dogs were sterile. The incubated liver seemed 
to contain some highly toxic factor which was fatal. 
A careful technique was devised for the withdrawal 
of peritoneal exudate without contamination of the 
peritoneal cavity. 

In another series of experiments the injection of 
a 10 per cent solution of the two bile salts caused 
death within a few hours. Death was not due to 
bacterial growth in the peritoneal cavity. 

As the various incubated preparations of liver and 
the sterile bile salts caused an intense irritation of 
the peritoneal surfaces with much extravasation of 
blood and fluids, the authors believe that death was 
due to shock. Eart GarsineE, M.D. 


Breitmann, M. G.: The Problem of Draining the 
Abdominal Cavity in Cases of General Peritoni- 
tis. Ann. Surg., 1935, 101: 662. 


The problem of draining the abdominal cavity in 
cases of general peritonitis is still unsettled. Accord- 
ing to the rules, the treatment of such cases requires: 
(1) removal of the source of infection, (2) removal of 
the infected exudate and prevention of its further 
formation, and (3) restoration of the normal con- 
ditions of circulation. 

The inflammatory nidus must be removed by re- 
section, extirpation, extraperitonealization, or at- 
taching the unsafely closed or isolated organ to the 
peritoneum. Restoration of normal conditions of 
circulation is best accomplished by complete closure 
of the abdominal wound. 

With regard to the removal of the exudate from 
the abdominal cavity surgeons disagree. Some be- 
lieve that the peritoneal exudate is the sole means of 
defense possessed by the abdominal cavity; that the 
antibodies are removed with the exudate. However, 
the majority are of the opinion that when the exu- 
date becomes very purulent and contains intestinal 
matter, necrotic tissue, or some other foreign ma- 
terial it does more harm than good and should be 
removed at the time of operation. 

One of the strongest arguments against drainage 
of the abdominal cavity for the removal of exudate 
that is not removed at the time of operation is based 
on the fact that all drains are completely walled off 
from the rest of the abdomen within from ten to 
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twelve hours. The author believes that when drain- 
age is required it can be accomplished best by insert- 
ing a drain between the anterior abdominal wall and 
the omentum where it will not lie in contact with the 
intestines. He reports the use of such a drain in six 
cases with good results. The drain did not become 
plugged but acted as a wick. 
SAMUEL PERLOw, M.D. 


Runco, A.: The Mesenterium Commune (Sul mes- 
enterium commune). Radiol. med., 1935, 22: 147. 


In discussing the condition known as mesenterium 
commune, Runco reviews the most important 
theories regarding the genesis of the faulty develop- 
ment of the embryonic umbilical loop. From a study 
of his cases he concludes that this condition is due 
essentially to arrest of development of the intestine 
at about the tenth week, before the umbilical loop 
has begun to rotate around the axis formed by the 
superior mesenteric artery. The result of such failure 
of rotation is a persistent mesenterium commune. 

A persistent mesenterium commune may pursue 
an asymptomatic course for a long time, but sooner 
or later gastro-intestinal disturbances are apt to 
develop. 

It is often impossible to demonstrate organic 
changes to confirm the clinical diagnosis. As a rule 
the patient’s complaints suggest a functional rather 
than an organic disturbance. The disturbances 
resemble the dyspeptic disturbances associated with 
marked vagal hypertonia. 

The frequent association of mesenterium com- 
mune with an organic lesion suggests a relation be- 
tween the two in the sense that the mesenterium 
commune represents an area of diminished resistance 
which favors the development of organic lesions. 

Complications due essentially to hypermobility 
of the intestine are rare, but are apt to be serious. 
It is therefore important to keep the patient in- 
formed in order that he may receive prompt pro- 
phylactic treatment. 

As the clinical manifestations are complex and 
never constant, clinical diagnosis is difficult, if not 
impossible. The disorder is usually confused with 
other conditions which occur much more frequently. 
The diagnosis therefore requires a very careful 
roentgen examination of the entire gastro-intestinal 
tract. This should be made with a barium meal and 
enema and with the patient in the upright, re- 
cumbent, and possibly the Trendelenburg position 
in order that any organic lesion, stenosis, or occlusion 
may be promptly detected. If necessary, the ex- 
amination should be repeated and extended to in- 
clude the urinary and biliary passages. . 

RicHArpD E. Soma, M.D. 


Milone, S., and Picco, A.: The Pathogenesis of 
Fibrous Retractile Mesenteritis (Sulla pato- 
genesi della mesenterite fibrosa retrattile). Arch. 
ital. di chir., 1935, 39: 117. 


Fibrous retractile mesenteritis was first described 
in 1853, by Virchow, who called it ‘‘mesenteric cir- 
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rhosis.”” The various forms of the condition are now 
well known, but its etiology and pathogenesis are 
still undetermined. 

The causes to which the disease has been attrib- 
uted include ulcerative inflammatory processes aris- 
ing in the intestine, suppurative processes in nearby 
organs, congenital defects and malformations in 
rotation and fascia formation, inflammatory proc- 
esses during fetal life, violent traumas, mild re- 
peated traumas, arteriosclerosis, alcoholic intoxica- 
tion, tuberculosis, syphilis, neoplasms, and worm in- 
festations. The authors believe that the most im- 
portant factor is trauma. They review the literature 
and the experimental work which support this 
theory. 

In a series of experiments carried out by the 
authors on rabbits ligatures were placed about the 
principal lymphatic trunks with care to avoid in- 
juring the blood vessels. In this manner the lym- 
phatic drainage of from 15 to 20 cm. of the intestine 
was blocked. After varying periods the animals were 
killed and examined. From their findings the 
authors conclude that the change produced by the 
blocking of the lymphatics passed through three 
stages. In the first stage there was a diffuse edema of 
the mesentery with mobilization of the migratory 
elements, especially the histocytes, from the con- 
nective tissue. In the second stage, hyperplasia of 
the connective tissue resulted from new fibroblastic 
proliferation which at first was fibrillary and then 
fundamentally circumscribed in bundles and cords 
with orientation chiefly perpendicular to the direc- 
tion of the vessels. In the third stage there was 
sclerosis of the newly formed connective tissue bun- 
dles and cords with gradual replacement by collagen 
fibers and eventuaily retraction of the mesentery. 

The authors suggest also that the changes noted 
may have been associated with secondary infection 
by a greatly attenuated organism which was able 
to enter this terrain through the intestinal wall be- 
cause of changes produced in the latter by the lymph 
stasis. However, as such organisms could not be 
demonstrated, it is possible that only toxins were 
active. A. Louis Rost, M.D. 


Mead, C. H.: Mesenteric Lymphadenitis Simulat- 
ing Acute Appendicitis: A Quantitative Study 
of the Size of Normal Mesenteric Lymph 
Nodes. Arch. Surg., 1935, 30: 492. 


Mead gives a comprehensive review of the litera- 
ture on tuberculous and non-tuberculous mesenteric 
lymphadenitis and reports 2 illustrative cases. As 
this condition is frequently discovered and diagnosed 
only at operation or autopsy, Mead sought to de- 
termine aids for its diagnosis. The outstanding facts 
which he recognized from reports of cases in the 
literature were that in many of the recorded cases 
the size of the glands was within normal limits and 
the symptoms were caused by other factors. As 
there are as yet no certain measures of the normal 
variation of the mesenteric glands, Mead sought 
to establish this fundamental factor. 


The material studied consisted of the mesenteries 
obtained at autopsy from 50 children aged from four 
and one-half months prematurity to twelve years. 
The specimens were fixed in formalin and the indi- 
vidual lymph nodes dissected free later. It was found 
that the nodes returned to their original weight after 
two and one-half months in the fixing solution. De- 
terminations of the weights were made after this 
period of time. 

Six thousand and eight mesenteric lymph nodes 
obtained from the 50 mesenteries were examined. 
The number of nodes ranged from 26 in a seven- 
month premature infant to 289 in a full-term still- 
born infant. The total amount of lymphoid tissue 
present in each mesentery ranged from 0.0298 to 
18.654 gm. The smallest node found weighed 0.0001 
gm. and the largest 1.78 gm. There was an apparent 
steady increase in the total weight of the lymphoid 
tissue of the mesenteries from birth to the twelfth 
year of age. The smallest lymph nodes were located 
near the intestinal margin of the mesentery and the 
largest in the mesenteric root. Visual differentiation 
is accurate as the apparent size of a node is fairly 
indicative of its weight. Eart Garsipr, M.D. 


GASTRO-INTESTINAL TRACT 


Friedemann, M.: The Controversy Over the Py- 
lorus. Also a Contribution on the Subject of 
Hydrochloric Acid and Gastric Ulcer (Der 
Streit um den Pfoertner. Zugleich ein Beitrag zum 
Thema: Salzsaeure und Magengeschwuer). Zentralbl. 
f. Chir., 1934, p. 2658. 


The author denies that he always objects to re- 
section for exclusion without removal of the pylorus 
or always insists on removal of the pylorus. Accord- 
ing to his experience there is a considerable difference 
in the results not only of resection with removal of 
the ulcer but also of resection for exclusion, whether 
the pylorus is removed or not. He reports briefly 
the cases of 12 patients subjected to resection for 
exclusion without removal of the pylorus. In 3 of 
these cases the primary operation was performed 
elsewhere. Three of the patients died. Of the 9 pa- 
tients who survived, the ulcer recurred in 4 (44.4 per 
cent) although in the cases of 3 of the latter the 
primary resection, performed by Finsterer’s method, 
was quite extensive. Three of the 4 patients with 
recurrence were permanently cured by a second 
operation in which the pylorus was removed. Of 6 
cases in which the author performed a resection for 
exclusion without removing the pylorus, a recurrence 
developed in 1. In the cases in which resection for 
exclusion with removal of the pylorus was done in 
the author’s clinic or elsewhere, there were no re- 
currences. 

On the basis of these results it appears advisable 
to attempt to remove the pylorus in every case. Of 
760 of the author’s patients who were re-examined 
after a Billroth I or Billroth II resection, a recurrent 
ulcer was found in ro (1.3 per cent), whereas in cases 
in which a more extensive gastric resection was done 
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the incidence of recurrence was only o.5 per cent. 
When removal of the pylorus will render the opera- 
tion dangerous it should not be attempted. Under 
such conditions resection for exclusion without re- 
moval of the pylorus or gastro-enterosotomy is the 
procedure of choice. 

To determine the relationship of hydrochloric acid 
to gastric and duodenal ulcer the author carried out 
investigations in the cases of 600 patients in whom a 
gastric or duodenal ulcer was later proved by opera- 
tion. Free hydrochloric acid was absent or below 
normal in 5.8 per cent and normal or above normal 
in 94.2 per cent. A distinct difference was found be- 
tween cases of duodenal and gastric ulcer, that is, be- 
tween cases of ulcer situated near the pylorus and 
cases of ulcer situated at a distance from the pylorus 
since in the former the average acidity was higher 
than in the latter. From this observation it might be 
concluded that an ulcer in the region of the pyloric 
glands exerts a more marked stimulating effect on 
the chemical phase of acid formation than an ulcer 
situated elsewhere. According to this assumption 
an ulcer situated near the pylorus would be the 
cause of the high acidity, whereas it is generally be- 
lieved that the higher the acidity the more easily an 
ulcer is formed. However, the hydrochloric acid 
content and the digestive activity of the gastric juice 
are by no means the only factors to be considered 
responsible for the formation of an ulcer. The ulcer 
problem is much too complex to be solved by studies 
of hydrochloric acid secretion alone. 

Of 182 patients with recurrent ulcer proved by a 
secondary operation, the gastric juice of 99 was 
studied by the author for a shorter or longer period 
of time before the second operation. The hydro- 
chloric acid was found increased above normal in 39 
and normal in 51. It was therefore above normal 
or normal in a total of 90 cases. It was decreased or 
absent in only 9. In cases in which free hydrochloric 
acid was absent the author never found an ulcer even 
when a diagnosis of ulcer was made by the roent- 
genologist. 

Of all the factors of importance in the causation 
of ulcer, acid formation is still most easily corrected. 
Its correction is accomplished, not by diet or medical 
treatment, but by extensive resection of the stomach 
with removal of the pylorus. An extensive resection 
in which the pylorus is not removed is just as unre- 
liable for this purpose as a small resection. After 
resection with preservation of the pylorus the inci- 
dence of recurrent ulcer is greater than after the so- 
called extensive radical operations. The latter fail 
to protect against recurrence when they do not limit 
the secretion of acid sufficiently. In cases treated by 
resection for exclusion without removal of the py- 
lorus and in those treated by gastro-enterostomy the 
possibility of recurrence is always present, but re- 
currence is apparently less frequent after the former 
operation than after the latter. However, gastro- 
enterostomy is a less severe operation which can be 
performed on debilitated patients. 

(Bove). SAMUEL J. FocELson, M.D. 


Benedict, E. B.: Chronic Gastritis. A Clinical Dis- 
cussion Based on Gastroscopic Examination. 
New England J. Med., 1935, 212: 468. 

The term ‘chronic gastritis” has been used to 
designate a variety of gastric disorders in many of 
which there are no actual changes in the mucous 
membrane. Chronic gastritis with organic changes 
is a comparatively rare primary disease. The de- 
velopment of the Wolf-Schindler flexible gastro- 
scope has now placed at our disposal an easy and 
positive means for making an accurate diagnosis of 
gastritis. 

The cause of chronic gastritis is not definitely 
known. Dietary indiscretions, rapid and irregular 
eating, improper mastication, and the excessive use 
of tobacco and alcohol are undoubtedly of impor- 
tance. Chemical and bacterial factors and psy- 
chogenic instability may also play a part. 

Chronic gastritis presents both gross and micro- 
scopic pathological changes. The gross changes con- 
sist of edema and reddening of the mucosa, excessive 
secretion of mucus, hypertrophy of the ruge, granu- 
lar, verrucous, or polypoid irregularity of the mu- 
cosa, areas of submucous hemorrhage, and mucous 
membrane hemorrhages with or without visible 
erosions. Some types of gastritis show a thin 
atrophic mucosa. Microscopic examination may re- 
veal round-cell infiltration, glandular atrophy, gob- 
let-call metaplasia, cystic enlargement of gland 
remnants, and proliferative changes in the mucosa. 
Variation in the amount of connective tissue pro- 
liferation in different areas leads to thickening or 
thinning of the mucosa. 

The symptoms are vague and usually simulate 
those of peptic ulcer. Hematemesis and melena are 
not uncommon. Gastric analysis shows hypo-acidity 
in most cases, but normal acidity and hyperacidity 
are frequent. 

With the flexible gastroscope it is now possible to 
inspect the gastric mucosa and note the variations 
from the normal. The latter may consist of hyper- 
trophic, verrucous, erosive, or atrophic changes. As 
the different types may occur in varying degrees in 
the same stomach, a definite classification of chronic 
gastritis according to these findings is not possible 
in all cases. The predominant characteristic may be 
hypertrophy or atrophy with or without erosions. 
The color and character of the mucosa are of great 
importance. In chronic inflammation the mucosa is 
redder than normal. Frequently it presents a very 
glistening appearance. Glairy, tenacious mucus may 
be prominent on the surface. The ruge may be en- 
larged and tortuous and their crests may be red- 
dened. Often the mucosa between the folds pre- 
sents a granular or warty appearance. The atrophic 
changes in the mucosa are always easily recognized 
as the normal folds are partly or completely flat- 
tened out. Erosions may occur with either atrophic 
or hypertrophic changes. They are small surface de- 
fects in the mucous membrane which may or may 
not be actively bleeding at the time of observa- 
tion. 
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The prognosis of chronic gastritis must be guarded. 
There are likely to be remissions and relapses al- 
though many patients are clinically entirely relieved 
after a short period of treatment. In general, minor 
surface changes in the mucosa such as erosion and 
small areas of hemorrhage and hyperemia will heal 
completely, but hypertrophic forms such as granu- 
lations, verrucous humps, and pseudo-polyps may 
remain refractory. When profuse atrophy of the mu- 
cous membrance has occurred there is probably 
little chance of regeneration. However, in a series of 
cases with pernicious anemia which are reviewed by 
the author improvement in the gastroscopic picture 
was noted after intensive liver therapy. 

SAMUEL J. FocEtson, M.D. 


Buechner, F.: Peptic Gastritis (Ueber peptische 
Gastritis). Deutsche med. Wehnschr., 1934, 11: 1460. 


The investigations of Moszkowicz, Konjetzny, 
and Puhl have led to a theoretical solution of the 
problem of peptic gastritis. This condition is char- 
acterized by erosions of the gastric mucous mem- 
brane from which a fibrinous leucocytic is exuded. 
According to Konjetzny and Puhl, the gastric juice 
is not a factor in its development. However, from 
the experiments carried out with hydrochloric acid 
and alcohol by Gottschlick on cats it appears evident 
that the findings of Konjetzny and Puhl may be 
interpreted differently. Like Hamperl, Buechner 
has found in the stomachs of fresh cadavers and in 
resection specimens very small necroses of the 
mucosa, invisible to the naked eye, which very evi- 
dently were formed during life as they were of a 
fibrinoid character. These necroses could not have 
been ischemic as the epithelium and mesenchyme 
were equally involved and in ischemic lesions only 
the epithelium is necrotic. They resembled the 
necroses produced by the erosion of mineral acids in 
weak concentration and apparently were caused by 
the hydrochloric acid of the stomach. Konjetzny 
and Puhl failed to find them in their specimens 
because in every case in which gastric’ surgery is 
contemplated the operation is preceded by treat- 
ment which prevents their development. However, 
Buechner has now found these early changes in two 
resection specimens and Hamper! has observed them 
in one. As a rule they disappear in from twenty- 
four to thirty-six hours. The theory that they con- 
stitute morphological evidence of the presence of a 
peptic gastroduodenitis is supported by the findings 
in peptic esophagitis. 

The investigations of Puhl and Overgaard have 
shown that in the empty stomach of the dog hydro- 
chloric acid in physiological concentration may 
cause an acute gastritis. The question therefore 
arises whether, under certain circumstances, the 
mixture of gastric secretions may not also have this 
effect. The histamin experiments carried out by 
Buechner, Siebert, and Molloy, in which erosions 
and ulcers were found in the stomach after the sub- 
cutaneous injection of histamin during the fasting 
state were conclusive only for rats. The claim of 


Henning and Norpoth that these lesions were only 
accidental findings and the claim of Eppinger and 
Leuchtenberger that they were due to direct action 
of the histamin on the blood vessels and not to an 
increase in the secretion of gastric juice produced by 
the histamin are denied by Buechner as the same 
effects produced by the gastric juice in the empty 
stomach under the influence of histamin were ob- 
served by Puhl and Brodersen, Overgaard, and 
Madzueda in rabbits and guinea pigs. A severe pep- 
tic gastroduodenitis may be caused also by other 
substances which increase the secretion of gastric 
juice (Hanke’s experiments) and by nervous re- 
flexes (Silbermann’s sham feeding experiments). 
Beuchner does not accept the theory of Westphal 
that vasomotor disturbances are factors in peptic 
erosion. In conclusion he says that the réle of the 
secretion of the empty stomach, which is apparently 
the most important factor, remains to be deter- 
mined. (FRANZ). SAMUEL J. Fosetson, M.D. 


Ogilvie, W. H.: Some Points in the Operation of 
Gastrectomy. Brit. M.J., 1935, 1: 457. 


The various short-circuiting operations, including 
gastro-enterostomy, are radically condemned. Fail- 
ures of gastro-enterostomy are common. Gastro- 
jejunostomy must be abandoned for, although like 
some of the amputations of the foot, it will continue 
to be performed as a technical exercise in operative 
surgery classes and a useful expedient in the oc- 
casional case, it cannot remain in the group of 
rational and successful operations. However, if it is 
to be replaced by gastrectomy in the treatment of 
ulcer, gastrectomy must be equally safe and far more 
satisfactory. 

The purpose of this article is to analyze the dan- 
gers and functional failures of gastrectomy and to 
suggest measures by which they may be avoided. 

Deaths following gastrectomy are usually due to 
shock, hemorrhage, peritonitis, or postoperative 
pulmonary complications. Surgical shock is due to 
prolonged handling, protracted anesthesia, and loss 
of blood. It may be combated by more adequate ex- 
posure of the upper part of the stomach and the first 
part of the duodenum; a better understanding of the 
anatomical planes dissected; and diminution of the 
number of bleeding vessels to be tied by reduction 
of the length of the cut surfaces to be approximated 
by suture. The most important requisite is simpli- 
fication of the operation. 

The functional failures of gastrectomy may be 
classified into three main groups: (1) recurrent ul- 
ceration; (2) postoperative discomfort; and (3) 
anemia. As the dangers, difficulties, and failures are 
closely related the author discusses them together to 
avoid repetition. 

With the possible exception of nitrous oxide, all 
anesthetics are, to a varying degree, tissue poisons 
which, administered in sufficient concentration for a 
sufficient time, may alone cause shock and in com- 
bination with prolonged tissue handling are certain 
to have such an effect. It is therefore desirable to 
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avoid general anesthesia. Spinal anesthesia at the 
level of the diaphragm is uncertain and has too pro- 
found an effect on the blood pressure to be safe. 
There remains therefore only local anesthesia, either 
alone or in combination with the use of nitrous oxide 
and oxygen. Following proper premedication and 
splanchnic infiltration, pain is entirely abolished, re- 
laxation of the abdominal walls is complete, respira- 
tory movements are slow and shallow, the blood 
pressure is not elevated, and the capillaries are not 
dilated. By splanchnic infiltration the technical 
phase of the surgery is so remarkably simplified that 
any surgeon is able to save the twenty minutes re- 
quired for the injection of the anesthetic. In the 
postoperative stage following local anesthesia the 
patient is able to take fluids by mouth immediately. 

Access is most difficult and accuracy most es- 
sential for high gastrectomy in the neighborhood of 
the left gastric artery, at the cardiac end of the lesser 
curvature, and at the duodenum. A median incision 
is recommended. There never is any necessity to go 
below the umbilicus, but the incision may be pro- 
longed upward to the level of the xiphisternum and 
may there extend 2 in. above the perimedian ap- 
proach. 

On the basis of the embryological development of 
the great omentum and the absence of anastomoses 
between the omental blood vessels and the colon, 
the author recommends that the omentum and colon 
be separated by running a knife along the bloodless 
plane between them which is close to the colon. This 
opens the old plane of adhesions and renders it easy 
to separate down to the posterior abdominal wall, 
restoring the fetal condition. When this is done 
correctly, ligatures are required only at both ends of 
the gastro-epiploic arch, i.e., one at the origin of the 
right vessel from the gastroduodenal artery and the 
other near the spleen. For preservation of an ade- 
quate circulation for the omentum the omentum 
should be separated proximal (gastral) to the gastro- 
epiploic arch. The common technique of gastrec- 
tomy in which the vessels of the omentum are tied 
2 in. from the gastric curvature is anatomically 
wrong and technically a waste of time. It is wrong 
because division of these vessels cuts off the entire 
omental blood supply, rendering the omentum a 
bloodless fat graft destined to become fibrous and 
promote adhesions. 

Ogilvie has simplified his technique of gastrectomy 
by avoiding the duodenum which is one of the chief 
hazards of abdominal surgery. He states that the 
duodenum has many dangers peculiar to itself. It 
has a large, thick, and pliable muscular wall which 
is difficult to suture and infold. It has a very abun- 
dant supply of blood vessels, the most troublesome 
of which are those from the pancreas. Ogilvie has 
found that after the duodenum is separated from 
the pancreas for about 34 in. a simple pursestring 
suture is safe without the row of infolding sutures 
usually recommended. He crushes the duodenum 
at the point selected for division, ties it firmly witha 
silk ligature in the crushed groove, introduces a 
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pursestring suture from III to IX on the pancreatic 
side and from III to IX laterally, and then ties over 
this pursestring suture a second pursestring suture 
which includes the cut tip of the peritoneum on the 
head of the pancreas. 

He states that if access of acid gastric juice is en- 
tirely and permanently prevented by division of the 
pyloric end of the stomach, a duodenal ulcer will 
heal and remain healed. Transverse division of the 
stormach 2 in. proximal to the pylorus is therefore 
quite as efficacious in gastrectomy for ulcer as the 
usual duodenal occlusion. In both resection for can- 
cer and resection for ulcer the removal of the stom- 
ach must be thorough. At least three-fourths of the 
stomach must be resected. In this resection the left 
gastric or coronary artery should be ligated. The 
right gastric or pyloric artery may be ignored as 
a textbook mythical structure. Ogilvie prefers 
Finsterer’s modification of the Polya resection. In 
this procedure the opening in the gastric fragment re- 
maining after resection is closed, beginning at the 
lesser curvature, by 2 or more rows of sutures so that 
the infolded line extends nearly to the cardia. The 
jejunum is anastomosed to the remaining half of the 
opening, the distal loop is anastomosed to the greater 
curvature, and the proximal jejunum is later sutured 
to the closed part of the stomach. In this manner 
the suture line is re-inforced and a thick valve of 
gastric and jejunal wall is interposed between the 
gastric outlet and the proximal loop. Regurgitation 
into the duodenum is therefore effectively controlled. 

The common causes of failure of gastrectomy— 
postoperative vomiting, postprandial discomfort, 
and proximal loop distention—have already been 
combated by the described Finsterer gastrectomy. 
Recurrent ulcers can develop only if the post- 
operative acid level remains high, as may be the case 
when the resection has been too conservative. 

Recent study suggests that the anemia following 
gastrectomy has no relation to the amount of stom- 
ach resected but is dependent upon the functional 
disturbance produced by the operation. An equally 
severe anemia may follow gastro-enterostomy. In 
the absence of gastro-intestinal disturbances, the 
anemia associated with gastrectomy responds 
readily to the administration of iron and ammonium 
citrate by mouth. 

In 140 patients followed by Ogilvie after gastrec- 
tomy no change was found in the blood picture. 

SAMUEL J. FoGELson, M.D. 


Kirshbaum, J. D.: Submucous Lipomas of the In- 
testinal Tract as a Cause of Intestinal Obstruc- 
tion. Ann. Surg., 1935, 101: 734. 


Kirshbaum states that lipomas of the gastro- 
intestinal tract are usually an incidental finding at 
autopsy or operation. Occasionally, however, they 
are the cause of acute or chronic intestinal obstruc- 
tion. The submucous type is more common than 
the subserous. In a series of 5,754 consecutive 
autopsies performed at the Cook County Hospital, 
Chicago, since 1929, 9 lipomas of the gastro-intes- 


26 INTERNATIONAL ABSTRACT OF SURGERY 


tinal tract were found. Only 1 was in the stomach. 
Three were in the jejunum, 3 in the ileum, and 2 in 
the colon. Eight were situated in the submucosa. 
In 2 cases the tumor caused intestinal obstruction. 
In 1 of these it became sequestrated, mobilized, and 
lodged in the lower ileum where it occluded the 
lumen. In the other it caused intussusception of the 
distal 8 in. of the ileum into the cecum. In both 
cases death resulted and autopsy disclosed diffuse 
peritonitis. 

Lipomas were the second most frequent type of 
benign tumors of the gastro-intestinal tract en- 
countered in the 5,754 autopsies. The diagnosis of 
submucous lipoma of the intestines is practically 
never made during life. Joun W. Nuzum, M.D. 


Mandl, F.: Further Experiences with Radical 
Operation for Carcinoma of the Rectum 
(Weitere Erfahrungen zur Radikaloperation des 
Rectumcarcinoms). Zentralbl. f. Chir., 1934, p. 2946. 


Mandl, who in 1929 reported on 1,000 cases of 
sacral operation for carcinoma of the rectum from 
von Hochenegg’s Clinic, presents in this article an 
exhaustive review of the 135 operations he per- 
formed in the period from 1929 to 1934. Of the latter, 
54 were strictly sacral operations, 32 were extended 
sacral operations by the method of Goetze and Mandl, 
7 were abdominosacral operations, and the rest were 
other operative procedures. The first group were 
followed by 6 postoperative deaths, the second by 
2, and the third by 4. Radical sacral methods, which 
continue to be the preferred procedures, have a 
mortality of less than 10 per cent. A radical opera- 


tion could be performed in 80 per cent of the author’s 
cases. There are 4 possible types of sacral operation. 
One type is the extended sacral operation pro- 


posed by Mandl and Goetze. If sufficient bowel 
cannot be removed to permit the drawing-through 
procedure, the operation is completed by a sacral 
anus with preservation of the sphincter if possible. 

In cases of high-lying tumor, opening of the peri- 
toneum from above downward may be difficult. If 
it cannot be done, the bowel must be divided below 
the tumor between 2 clamps and the peritoneum 
opened from below upward. 

Sometimes it is impossible to free the posterior 
fascia because the tumor is fixed posteriorly. The 
tumor must then be freed from the side and the 
cul-de-sac opened from below. 

The old sacral operation consists of division of the 
dorsal tissues at one level. The horizontally ar- 
ranged tissues are not removed, and the superior 
hemorrhoidal artery is ligated relatively late. This 
method is not radical, but Mandl and others were 
able to report very good results from it up to 1929. 

The article contains a series of photographs of 
specimens removed by the sacral route. They show 
that as much of the bowel may be removed by this 
method as by the combined operation. 

Electrosurgery was used by Mandl in 10 cases of 
dorsal rectotomy. Preliminary colostomy did not 
appear to be essential. Rectotomy protects the 


patient from the threatened ileus, but permanent 
results can scarcely be expected from it. 

Mand! favors very active treatment of recurrences 
and metastases since unexpected results may be 
attained thereby. He states that stenoses about the 
sacral anus are frequently mistaken by the prac- 
titioner for local recurrences. Dilatation is best 
carried out by means of laminaria tents. 

For preservation of the anus, the drawing-through 
procedure of Hochenegg is doubtless best. Some- 
times the so-called secondary drawing-through 
operation is successful. This is done by dividing the 
sphincter in one plane and entirely freeing it from 
its mucosa. The operation is performed under spinal 
anesthesia. If preliminary colostomy is necessary, 
it is done at the transverse colon instead of the 
cecum. The patient is placed on his side. No satis- 
factory results were obtained by the author with any 
form of irradiation. 

(A. W. FiscHer). Leo M. Zimmerman, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Caroli, J., and Benoit, H.: So-Called Medical 
Icterus and Its Surgical Treatment. A Study 
of Its Clinical Aspects, Pathogenesis, and 
Therapy (Les ictéres dits ‘‘médicaux” et leur 
traitement chirurgical. Etude clinique, pathogénique 
et thérapeutique). Rev. de chir., Par., 1935, 54: 27. 


Surgery of the biliary tract has not followed the 
progress of ideas relative to the medical forms of 
icterus. Originally, so-called catarrhal jaundice, 
when excessively chronic, seemed to demand surgical 
drainage as the cause of the icterus was supposed 
to be a mucus plug (Virchow) or ascending cholan- 
geitis (Gilbert). At that time, however, surgery of 
the bile passages was not well developed, and later, 
because of a change in the conception of the pathol- 
ogy, surgeons were deterred from treating what 
appeared to be a purely medical condition. 

It is now known that catarrhal jaundice is a mani- 
festation of hepatic necrosis, an acute yellow atrophy 
in miniature. Theoretically, surgery would be use- 
less if not dangerous in the treatment of such a 
lesion. However, in the course of years, a number 
of patients with catarrhal jaundice have been oper- 
ated upon by error and instead of being disastrous, 
the operations had beneficial results. The first ob- 
servations of this kind were regarded as coincidences, 
but as the number multiplied, certain surgeons 
began to recognize a relation of cause and effect. 
From 100 collected cases and 5 of their own the 
authors conclude that there are well-defined indica- 
tions for the surgical treatment of catarrhal jaundice. 

The first operation for acute yellow atrophy was 
reported in 1919 by Umber. In 1920, Huber and 
Kausch reported 3 cases of the condition treated 
surgically, and in 1922 Brown reported 2. Brown 
was the first to point out the value of surgery in 
hepatic degenerations. The theory that dyskinesia 
of the bile passages may play an etiological réle was 
first advanced in 1925 by Rost. 
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In the etiology of medical icterus age and sex are 
of no importance. The chief factor is apparently 
geographical. Icterus is particularly frequent in 
Germany, especially in the Rhineland. The im- 
mediately exciting causes are obscure except in a 
few cases in which the condition is attributable to 
typhoid fever, syphilis, salvarsan, food poisoning, or 
pregnancy. Occasionally the icterus is epidemic. 

In certain cases of liver necrosis there is fever 
with pain and an increase in the size of the liver. 
These symptoms have sometimes led to operation 
for supposed cholelithiasis or cholecystitis. In some 
of the cases reported there was marked cachexia. 

In the course of operations much information has 
been obtained regarding the lesions underlying the 
medical forms of icterus. The descriptions of the 
gross findings vary and on the whole are rather 
incomplete. The liver may be large or small. It is 
frequently nodular. Microscopically, the lesions 
are essentially the same regardless of the anatomical 
condition of the bile passages. In 31 of 45 biopsies 
the diagnosis was acute atrophy. The degree of in- 
volvement was variable, but the central portions of 
the lobules were particularly affected. The portal 
areas were always heavily infiltrated by lympho- 
cytes, and portal cirrhosis was present. 

In about half of the cases the bile passages were 
dilated in some segment or throughout their course. 
Although organic obstruction was absent, lipiodol 
injected through the biliary fistula after drainage 
was sometimes arrested at the ampulla. There was 
no evidence of compression by the pancreas. Spasm 
of the sphincter of Oddi seemed to be the simplest 
explanation of this phenomenon. 

In some cases in which the bile passages were not 
dilated a general narrowing was demonstrated either 
by the passage of sounds or the use of lipiodol. By 
the latter, Berard and Mallet-Guy demonstrated 
narrowing of the common duct and absence of peri- 
stalsis. 

In the pancreas, changes were rare and of slight 
degree (induration). 

Drainage was always followed by cessation of the 
hepatic pain and fever, rapid clearing up of the 
icterus, and improvement of the general condition. 
As far as can be determined, the cures were perma- 
nent. 

The manner in which operation benefits the pa- 
tient when the bile passages are normal and espe- 
cially when intervention is limited to simple explora- 
tion of the abdomen remains unexplained. Various 
hypotheses have been advanced. The authors be- 
lieve that in such cases the icterus is due to a func- 
tional disturbance of the bile passages affecting 
motility. 

The indications for operation are persistence of 
the icterus for four months or more, pain, and fever. 

The operation of choice is usually cholecys- 
tostomy. 

The duration of the drainage is determined by the 
character of the bile and the clinical progress of the 
patient. The bile often contains large quantities of 
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mucus. The drainage should be continued until the 
bile has assumed its normal character. The injection 
of lipiodol through the fistula furnishes information 
of importance regarding the condition of the bile 
passages and aids in the proper choice of treatment 
for persistent stasis. ALBERT F. De Groat, M.D. 


Denk, W.: Results of Surgical Treatment of 
Chronic Icterus (Erfolge der chirurgischen Be- 
handlung des chronischen Ikterus). Wien hklin. 
Wchnschr., 1934, 2: 1153. 


Statistics on the results of surgical treatment of 
chronic icterus are limited. The general practitioner 
regards the prognosis of operation in this condition 
as very unfavorable This attitude is not correct. 
The dreaded cholemic hemorrhages can be effectively 
prevented or controlled by blood transfusion (Do- 
manig’s reports). Delay of blood coagulation may 
be combated by the intravenous injection of afenil 
or 5 c.cm. of a 10 per cent solution of calcium chloride 
on three successive days. The findings of liver 
function tests are not entirely reliable indications of 
the postoperative course to be expected. It is cer- 
tain that the latter cannot be predetermined from 
either the intensity or the duration of the icterus. 
However, it is important to avoid chloroform and 
avertin narcosis and to employ ether only in emer- 
gency. Operation is best performed under local, 
splanchnic, or nitrous oxide anesthesia. The gall 
bladder should not be removed; at the most, chole- 
cystotomy may be performed for the removal of 
stones. A diagonal choledochotomy should be done. 
When stones cannot be palpated a roentgenogram 
should be made on a sterile film introduced behind 
the mobilized duodenum. Forcible sounding of 
the papilla should be avoided. Inability to pass the 
sound may be due to catching of the sound in the 
mucous membrane, spastic occlusion of the sphinc- 
ter of Oddi, or cicatricial changes. The duodenum 
must be opened and the papilla examined and pos- 
sibly split. External drainage of the common duct 
is not necessary, but drainage should be established 
in the operative area with a thin tube and wicks. 

In a total of sixty-one operations there were eight 
deaths—five due to hepatic insufficiency, one to 
pneumonia, one to anuria, and one to pancreatitis. 
In sixteen cases in which operation was performed 
after the icterus had been present from two to four 
weeks there were four deaths—three due to hepatic 
insufficiency and one to pancreatitis. In twenty-two 
cases in which operation was performed after the 
icterus had been present for from four to eight weeks 
there were three deaths—two due to hepatic in- 
sufficiency and one to anuria. In thirteen cases in 
which operation was performed after the icterus had 
been present for from two to six months there was 
one death which was due to pneumonia. In ten cases 
in which operation was performed after the icterus 
had been present longer than six months there were 
no deaths. Three patients treated by anastomosis 
and four treated by transduodenal choledochotomy 
died of hepatic insufficiency. 
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These figures indicate that the longer the duration 
of the icterus the less the danger of death. Therefore 
in the acute febrile stage of complete occlusion of 
the bile ducts the treatment should be medical if 
possible. However, the choice of treatment is diffi- 
cult because of the danger of perforation of the gall 
bladder, pericholecystic abscesses, and beginning 
peritonitis. None of the authors’ patients died of 
cholemic hemorrhage. 

In the after-treatment, glucose and insulin should 
be given. It is possible that the mortality might be 
lowered by performance of the operation in two 
stages with the formation of an external biliary 
fistula to relieve the stasis in the first stage and the 
radical operation in the second stage. 

The end-results in the author’s cases are presented 
in a table. Of forty-one patients who were operated 
upon, thirty-nine were benefited. Of the latter, 
thirty-one were completely cured. Ten have re- 
mained cured for four years, fifteen for eight years, 
and three for twenty years. The operations were per- 
formed for icterus due to a benign condition, usually 
stone formation. 

The author next discusses simple or hepatogenous 
icterus in three cases of which he obtained a good 
result merely by performing an exploratory lapa- 
rotomy. Von Haberer, Frangenheim, and Backhaus 
have also operated successfuily on similar cases, but 
they diverted the bile. In Denk’s case diversion of 
the bile was not necessary as the gall bladder and bile 
ducts were free from stones and the latter were 
neither dilated nor fragile. 


(FRANZ). CLARENCE C. REED, M.D. 


Grinnell, R. S.: Omentopexy in Portal Cirrhosis of 
the Liver with Ascites. Ann. Surg., 1935, 101: 891. 


This report is based on a study of twenty-two ade- 
quately followed cases of portal cirrhosis of the liver 
with ascites which were treated by omentopexy. 
Fifteen of the patients were males. The youngest 
patient was twelve years old and the oldest sixty- 
eight years. The average age was forty-one years. 
The average duration of symptoms before the opera- 
tion was eleven months. Forty-three per cent of 
patients gave a history of alcoholic excess. Jaundice 
was present in only 21 per cent and was mild. 
Ascites was present in every case. Its average dura- 
tion before the operation was six months. The opera- 
tion performed was either the Schiassi modification 
of the Talma-Morison technique with suture of the 
omentum to the parietal peritoneum or some other 
variation in which the omentum was placed in the 
properitoneal tissues or in or between the split 
rectus muscle fibers. 

Six (27 per cent) of the patients died within eleven 
days after the operation. Of the remaining sixteen, 
twelve died later, two (9 per cent) are living, and two 
could not be traced after a year. The two who are 
still living are free from symptoms after five and 
seventeen years respectively. Seven (32 per cent) of 
the patients, who were classed as benefited, survived 
the operation for one-half to ten and a half years. 


Thirteen (59 per cent) were not benefited. Six of the 
latter died soon after the operation. The remaining 
seven showed a progressive course uninfluenced by 
the operation and died after from three weeks to 
six months. 

The two patients who are still alive and free from 
symptoms and two who were benefited showed evi- 
dence of a collateral portal circulation at the time 
of the operation, a finding which the author regards 
of prognostic value. The average age of the two 
patients who are still alive and free from symptoms 
and of the one benefited patient who survived for 
ten years was nine years less than that of the entire 
group and fifteen years less than that of the group 
who were not benefited. 

The author believes it probable that omentopexy 
would prove of greater value if it were performed 
earlier, before liver injury becomes severe and it 
were done even before the development of ascites 
in cases with hematemesis or evidence of an estab- 
lished collateral circulation. If it is accompanied by 
ligation of the coronary vein and vasa brevia and 
possibly in certain cases by splenectomy, which re- 
duces the flow of blood through the portal vein by 
more than 20 per cent, the danger of hemorrhage 
may be lessened. 

The article is followed by an extensive bibliog- 
raphy. Artuur S. W. Tourorr, M.D. 


Giuliani, M.: Hypercholesterinemia as a Cause of 
Hepatic Calculosis (L’ipercolesterinia nella pato- 
genesi della calcolosi epatica). Arch. ital. di chir., 
1935, 39: 61. 

The author discusses the pathogenesis of cal- 
culosis of the liver and concludes that one of the 
causes of the condition is an excess of cholesterin in 
the gall-bladder bile due to hypercholesterinemia. 
In studies of the gall-bladder bile in 2 cases of straw- 
berry gall bladder he found the content of choles- 
terin to be 8 and ro parts per 1,000, an amount much 
higher than the normal. When the patients were re- 
examined six and seven years after cholecystectomy 
the amount of cholesterin in the bile extracted by 
sounding of the duodenum was only 1 part per 1,000. 

In experiments carried out by Giuliani on dogs, 
stasis of the gall bladder was produced by fixing the 
gall bladder to the duodenum. This resulted in 
strawberry gall bladder, the formation of calculi, 
and an increase in the amount of cholesterin in the 
gall-bladder bile. Calculosis and strawberry gall 
bladder with excess of cholesterin in the gall-bladder 
bile can be produced by injecting colon bacilli into 
the gall bladder with or without fixation of the gall 
bladder to the duodenum. 

From his clinical observations and chemical and 
experimental research the author concludes that 
stasis and infection are important factors causing an 
excess of cholesterin in the gall-bladder bile ac- 
companied by strawberry gall bladder and chole- 
lithiasis, and that therefore cholecystitis with or 
without stones should be treated by cholecystec- 
tomy. AupREY Goss Morcan, M.D. 
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Sabadini, I., and Curtillet, E.: Intraperitoneal 
Biliary Effusions Without Apparent Perforation 
of the Biliary Tract (Les épanchements biliaires 
intra-péritonéaux sans perforation apparente des 
voies biliaires). J. de chir., 1935, 45: 191. 


When, in exploration of the peritoneal cavity, 
a generalized peritonitis with free bile in the peri- 
toneal cavity is found, the stomach, duodenum, 
liver, and the extrahepatic biliary tract should be 
immediately examined for perforation. When no 
perforation can be found, a very interesting patho- 
logical problem is presented. The author discusses 
this problem on the basis of four clinical cases and 
experiments on animals. Cholelithiasis is almost 
invariably present, and commonly there is an occlu- 
sion of the common bile duct by either a stone or a 
pancreatic lesion. 

The condition occurs more frequently in women 
than in men. As a rule there is a history of intes- 
tinal disturbance over a period of years. Some- 
times there is a history of typhoid fever. The onset 
of the immediate illness is usually very sudden and 
associated with excruciating pain. The pain is gen- 
eralized over the epigastrium, and not referred to 
any particular point. The temperature is invariably 
elevated, and in some cases there is a very high fever. 
In contrast, the pulse rate, although it may be ele- 
vated, is rarely very high. The abdomen is very 
tender and presents a generalized muscular defense. 
A peritoneal reflex is always noted. Jaundice is 
rare. When the effusion is walled off a tumor mass 
may be palpated. In nearly all cases bilirubin may 
be recovered from the urine. 

In most of the cases a diagnosis of appendicitis 
with peritonitis is made. At operation, a biliary 
effusion is found in the free peritoneal cavity. This 
may or may not be sterile. The size of the gall 
bladder is usually surprising. The color of the gall 
bladder is usually grayish, indicating impending 
gangrene, but no perforation can be discovered. In 
none of the cases on record was a true gangrene of 
the gall bladder found. The wall of the gall bladder 
is often edematous and sometimes definitely in- 
filtrated and indurated. 

The treatment is always operative. All con- 
servatively treated cases have been fatal. In cases 
treated surgically the prognosis is rather good. The 
operative procedure usually indicated is drainage of 
the abdominal cavity with cholecystostomy and 
choledochotomy or cholecystectomy and _ chole- 
dochotomy. 

The author reviews all of the reported cases. 

Wiit1aM C. Beck, M.D. 


Lipshutz, B.: Acute Cholecystitis. Ann. 
1935, IOI: go2. 


This article is based on twenty consecutive cases 
of acute cholecystitis in which operation was per- 
formed within from three to twenty-four hours after 
the patient’s admission to the hospital. In more 


Surg., 


than half of the cases the operation was done within 
twelve hours. 


In a few it was delayed for forty- 
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eight hours for better preparation of the patient. 
The literature presents evidence demonstrating that 
it is often impossible to determine the extent of the 
inflammatory process in the gall bladder or, espe- 
cially in the aged, the presence of perforation, by 
clinical examination. 

Because of the possibility of perforation and other 
complications such as peritonitis, ileus, and cho- 
langeitis, the author believes early operation is in- 
dicated. He states that early removal of an acutely 
inflamed gall bladder should decrease the incidence 
of pulmonary complications as the latter are de- 
pendent in part on reflex fixation of the diaphragm. 
Immediate operation is frequently contra-indicated 
by advanced age, marked obesity, advanced cardio- 
vascular disease, severe diabetes, and pulmonary 
tuberculosis. 

Cholecystectomy is the operation of choice unless 
the patient’s condition permits only cholecystos- 
tomy. The latter is carried out in desperate cases 
and under only local anesthesia. 

ARTHUR S. W. Tourorr, M.D. 


Gentile, A.: Cholecystogastrostomy and Hepatitis: 
An Experimental Study. Arch. Surg., 1935, 30: 
449. 


Gentile states that if a gastric pouch separated 
from the current of food is formed, cholecysto- 
gastrostomy can be performed on the dog under 
conditions more nearly comparable bacteriologically 
with those under which the operation is performed 
on human beings. 

In experiments performed by him on twenty-five 
dogs the preliminary formation of a gastric pouch 
resulted in hepatitis. This change was less in degree 
than that resulting from the ordinary experimental 
performance of cholecystogastrostomy. 

In twenty-two dogs on which Gentile performed a 
cholecystogastrostomy in a gastric pouch closed at 
the upper end, the hepatitis found at various periods 
after the operation was no greater in degree than 
that found following the preliminary operation. 

The evidence therefore tends to refute the theory 
commonly held by surgeons that hepatic infection 
is a dangerous sequel to cholecystogastrostomy. 

Minas JOANNIDES, M.D. 


Zampa, G.: The Effects of Denervation of the 
Cystic Duct (Sugli effetti dell ’enervazione del dotto 
cistico). Arch. ital. di chir., 1935, 39: 189. 


The probable importance of the nerve supply of 
the biliary tract in disease processes has been re- 
ferred to often in the literature, especially by 
Meltzer. The author briefly reviews the two theories 
regarding the mechanism of emptying of the gall 
bladder: (1) that the emptying takes place by 
forcible expulsion through the cystic duct, and (2) 
that it occurs chiefly by absorption. The literature 
contains numerous references to the interrelation- 
ships of the musculature of the gall bladder, the neck 
of the gall bladder, the musculature of the lower end 
of the common duct, and the sphincter of Oddi. 
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The author reports a series of experiments in which 
he studied the gall bladder and its function after 
attempting to destroy the nerve plexus of the gall- 
bladder neck by the local application of phenol. The 
experimental animals were rabbits and dogs. 

In the experiments on rabbits the results were not 
uniform, possibly because of thinness of the gall- 
bladder wall and deep penetration of the acid. In 
general there seemed to be stasis of a mechanical 
type. 

In the experiments on dogs, a 50 per cent solution 
of phenol was used. Studies of the gall bladder at 
varying stages revealed evidences of stasis. The ex- 
ternal appearance of the gall bladder and cystic duct 
were not markedly changed. When the gall bladder 
was opened the bile was usually found thickened, 
dense, dark, and viscid. It contained a large quan- 
tity of mucus and in some instances was gelatinous 
and adherent to the mucosa. Frequently it con- 
tained precipitates of bile salts of varying size. As 
a rule the mucosa presented marked ruge and 
papillz and was opaque and discolored much as in 
catarrhal cholecystitis. The cystic duct remained 
pervious. In one animal it was dilated. In no animal 
was the gall bladder dilated. The author attributes 
the changes to the occurrence of stasis of a mechan- 
ical type not due to obstruction of the duct. 

A. Louis Rost, M.D. 


Brocq, P.: The Treatment of Acute Pancreatitis 
(Traitement des pancréatites aigués). Presse méd., 
Par., 1935, 43: 217. 

In acute pancreatitis the glandular necrosis re- 
sults from abnormal activation of the pancreatic 
juice in the substance of the gland. This causes 
liberation of lipase and amylase, hemorrhage into 
the gland, shock, and intoxication from the products 
of autodigestion, and hyperglycaemia from the effect 
on the islands of Langerhans. 

The treatment should consist of early operation 
to drain the pancreas and exteriorize the products 
of autodigestion. In addition, any condition that 
can be recognized as a possible cause, such as disease 
of the gall bladder and bile ducts, peptic ulcer, or 
duodenal stenosis, should be treated if the condition 
of the patient permits further operative measures. 
In disease of the bile passages, cholecystostomy or 
drainage of the common bile duct is indicated. Since 
activation of the pancreatic juice is normally 
brought about by secretin, and this in turn appears 
in the duodenum in the presence of acid chyme from 
the stomach, the stomach should be lavaged with 
mild alkaline solutions to remove its contents and 
neutralize the acid. General anesthesia and atro- 
pine may be found of aid in reducing the amount 
of secretin. There is some experimental evidence 
that certain salts and other medicaments may arrest 
the action of activated trypsin but their use is still 
in the experimental stage. The hypochloremia 
should be treated by replacement with chlorides. 
Hyperglycemia, if present, should be treated by 
giving insulin. Max M. ZINNINGER, M.D. 


Bernhard, F.: The Surgery of Acute Pancreatic 
Diseases (Die Chirurgie der akuten Pankreaser- 
krankungen). Zentralbl. f. Chir., 1935, p. 71. 

This article gives a very excellent review of the 
information regarding acute pancreatic necrosis that 
has been gained in the past five years. Today, as 
formerly, disease of the pancreas is believed to be 
preceded by disease of the biliary tract in almost 90 
per cent of cases. Entrance of bile into the main 
duct of the pancreas leads to activation of the pan- 
creatic juice with its serious effects in only 20 per 
cent of cases. Such penetration without detrimental 
effect has been found also during the course of other 
examinations such as cholangiography. On the 
whole, the severity of the disease depends, not upon 
activation of the pancreatic juice in the excretory 
ducts, but on the activation of the juice in the gland 
lobules. The pancreas is irritated in disease of the 
biliary tract much more frequently than was for- 
merly supposed. The irritation leads to the escape 
of ferments which is evidenced by the appearance of 
diastase in the urine. This may be observed in every 
severe gall-stone attack. Therefore a persistent in- 
crease of diastase in the urine is an absolute indica- 
tion for operation in the early stages of the disease. 
The irritation extending to the pancreas from the 
biliary tract is considered to cause a vascular spasm 
which in turn leads to malnutrition of the gland 
tissue and the appearance of abnormal protein sub- 
stances which activate the trypsin. The condition is 
aggravated by the vagus irritation which always 
accompanies an acute gall-stone attack and leads 
to increased secretion of pancreatic juice with its 
deleterious effects upon the damaged organ. It is 
evident that if the origin of pancreatic necrosis is 
believed to be exogenous, from the pancreatic duct, 
immediate operation is indicated, whereas if it is 
believed to be endogenous, from vascular spasm, de- 
lay of operation is indicated. 

The pathologico-anatomical stages are: (1) pan- 
creatic edema, (2) pancreatic edema with fat 
necrosis, (3) hemorrhage into the organ, (4) necrosis 
with areas of softening, and (5) discharge of tissue 
particles and suppuration. Three clinical stages are 
recognized: (1) the stage of pain with characteristic 
radiation to the left shoulder; (2) the stage of ileus; 
and (3) the stage of peritonitis. Disturbances of ex- 
ternal and internal secretions and disturbances of a 
general nature are of diagnostic significance. As the 
pancreatic juice reaches the blood, diastase is demon- 
strable and is found especially in the urine. The 
demonstration of trypsin in the blood and urine can- 
not yet be evaluated, but the test for lipase in the 
blood is recommended for larger clinics because it is 
positive for a longer time than the test for diastase in 
the urine. Destruction of the islands of Langerhans 
and destruction of insulin by the trypsin are mani- 
fested by hyperglycemia and the excretion of sugar 
in the urine. The most exact findings are obtained by 
examination of the blood, especially glucose-toler- 
ance tests. General disturbances are evidenced 
particularly by a marked increase in the leucocyte 
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count, which may increase to from 50,000 to 60,000. 
An increase in the leucocyte count up to only 25,000 
suggests a milder involvement which may subside 
spontaneously. Higher counts indicate severe dis- 
ease. A reduction in the leucocytes indicates im- 
provement. Only in the most severe cases does the 
organism become unable to produce a leucocytic re- 
action. The marked protein destruction occurring 
in severe cases is evidenced by the appearance of 
albumin and a large amount of brick-dust sediment 
in the urine. The appearance of urobilinogen and, 
at times, of urobilin indicates the degree of liver 
damage which is, of course, of great importance in 
the prognosis. If oliguria or urinary suppression 
occurs with a corresponding increase in the residual 
nitrogen and indican in the blood, the operative 
prognosis is very poor. 

With regard to the indications for operation there 
are still two opposing views. According to one, early 
operation is necessary. According to the other, the 
management should be expectant and operation 
performed when required in the given case. The two 
views may be bridged by modern diagnostic informa- 
tion since, on the basis of this information, mild 
cases may be recognized as such and treated con- 
servatively. In the stage of pain and the stage of 
ileus in not-far advanced cases it is always possible 
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to achieve a recession of the pancreatic manifesta- 
tions by conservative measures. In the peritonitic 
stage, operation should always be done. If an ex- 
pectant course is decided upon, maximal doses of 
morphine should be given with maximal doses of 
atropin to overcome the vagus irritation and the 
vascular spasms. Even if this treatment is success- 
ful, operation should be performed later—in the 
period from the second to tenth week—for treatment 
of the existing disease and prevention of recurrence 
of the complications. At operation, the circulation 
should be especially considered. Spinal anesthesia is 
contra-indicated. Local anesthesia supplemented 
with an ethy] chloride rausch is advisable. In milder 
cases the treatment may be limited to the biliary 
tract. It is not absolutely necessary to split the 
pancreatic capsule. It is sufficient to pack off the 
pancreas. 

In the after-treatment, an intravenous drip should 
be used to improve the circulation. Insulin may be 
added to the solution to improve the carbohydrate 
metabolism, or heparin, Congo-red, and trypaflavin 
to overcome the trypsin poisoning. The possibility 
of pleural empyema, which not infrequently super- 
venes, and of pancreatic fistulas, pancreatic cysts, 
and fatal secondary hemorrhages must be kept in 
mind. (Max BuppE). Leo M. Zrmmmerman, M.D. 


GYNECOLOGY 


UTERUS 


Goldenberg-Bayler, S.: The Condition of Uterine 
Fibromas After the Menopause. (Considérations 
sur |’état des fibromes utérins aprés la ménopause). 
Gynécologie, 1935, 34: 39- 

The author states that with the cessation of ova- 
rian function at the menopause uterine fibromas 
frequently become latent and may undergo con- 
siderable atrophy. On the other hand, the symptoms 
may reappear after a period of latency. 

Of 322 women with uterine fibromas who were 
treated in the Gynecological Department of the 
University of Bucharest in the period from 1921 to 
1933, only 11 had passed the menopause. Nine of the 
latter were subjected to operation. In most cases the 
symptoms arising in the menopause are due to de- 
generation of the tumor or to some associated uter- 
ine or adnexal lesion. 

The degeneration of the tumor is of various types, 
In 2 of the cases reviewed by the author it was 
of the hyaline type. Malignant degeneration of 
uterine fibromas is less common after, than during, 
the menopause. Of the 9 surgically treated cases 
reviewed by the author, sarcomatous degeneration 
was found in only 1. 

In the majority of the cases the symptoms were 
aggravated by an associated lesion—in 1 case by a 
carcinoma of the cervix, and in 4 cases, by ovarian 
cysts. 

“Recurrence of bleeding after the menopause in 
cases of uterine fibroma is not necessarily an indica- 
tion of malignant degeneration of the tumor. Pelvic 
and abdominal pain occurs more frequently than 
bleeding at this time. Eight of the author’s patients 
complained of such pain. Leucorrhea is not a con- 
stant symptom. Only 2 of the author’s patients had 
a discharge. One had a mucous discharge associated 
with hyaline degeneration and the other a fetid dis- 
charge associated with mucous polyps of the cervix. 
Three patients had bladder symptoms, and 2 had 
general symptoms such as weakness and cardiac 
symptoms. 

In cases of fibroma causing symptoms after the 
menopause surgical treatment is indicated. The 
operation of choice is hysterectomy. In the cases of 
obese patients, those of patients in poor general con- 
dition, and those in which the tumor is infected, 
hysterectomy may be done by the vaginal route. 
Abdominal hysterectomy may be total or subtotal 
according to the condition of the cervix. Of the 9 
cases reviewed by the author, a subtotal abdominal 
hysterectomy was done in 6, a total abdominal 
hysterectomy in 2 (including the case with cervical 
carcinoma), and a vaginal hysterectomy in 1. 

ALICE M. MEYERS. 
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Lacassagne, A.: The Development of Irradiation 
Therapy of Cervico-Uterine Epitheliomas (Ue- 
ber die Entwickelung der Strahlenbehandlung der 
cervicouterinen Epitheliome). Strahlenthera pie, 1934, 
51: 417. 

In local radium therapy, interstitial application 
(radium puncture) is more and more being replaced 
by intracavital application because of the difficulty 
in controlling the dosage and the dangers (necrosis, 
fistula formation) in the former method. Radon and 
radium are being used instead of mesothorium. Fil- 
tration with from 1 to 2 mm. of platinum or with 
lead, copper, or silver in corresponding equivalents 
is being universally employed. The applicators used 
for the cervix are in the form of capsules which oc- 
cupy the entire length of the cervix in a chain ar- 
rangement, and those used for the portio consist 
of flat disks or a triangular apparatus to be placed 
around the cervix. 

The author discusses the various methods em- 
ployed, especially those used in Paris and Stockholm, 
but also those employed in England, Germany, 
Italy, and Belgium, citing their advantages and dis- 
advantages. The total dosage varies between 7,000 
and 8,000 mgm. administered simultaneously from 
the uterus and vagina in the proportion of two- 
thirds to one-third or vice versa. Radium therapy 
at a distance has the disadvantage of requiring a 
large amount of radium. Other disadvantages of 
this treatment are the difficulty of protecting the 
rest of the patient’s body and the attendants from 
the irradiation and the difficulty in securing correct 
placement of the radium bomb. Most apparatus are 
made for the use of 4 gm. of radium at a distance of 
10 cm., with an exposure of from three to four hours 
daily. The results are not yet definite. In Paris 
better results are apparently being obtained today 
than formerly, but only when the irradiation at a 
distance is combined with local radium therapy. 

The attempt to make the X-rays equal radium 
rays has led to the construction of large apparatus 
yielding from 600 to 700 kv. The results so far 
obtained with such apparatus seem promising. 

The author briefly discusses the development of 
X-ray technique from the Seitz-Wintz procedure to 
the Coutard method and compares the single-dose 
method with fractional protracted irradiation. 

He states that the advisability of postoperative 
irradiation must be determined for each case in- 
dividually. He asks why, if the X-rays are believed 
to destroy cancer cells remaining after operation, it 
is necessary to operate before the irradiation, and if 
the X-rays are not believed to destroy cancer cells, 
why should “prophylactic postoperative irradia- 
tion” be given. He states that the last word regard- 
ing pre-operative irradiation has not yet been 
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spoken. In Germany, Mayer is especially in favor of 
such irradiation. During the last few years there 
seems to be general agreement that treatment by 
both the intracavital application of radium and 
external roentgen irradiation yields the best results. 
In the technique employed most frequently radium 
is applied for the administration of either one mas- 
sive dose or fractional doses and external X-ray 
irradiation is given after a shorter or longer interval. 
In some clinics, however, the sequence is reversed in 
order to disinfect the tumor bed to prevent infection 
when the radium is introduced and to obtain better 
permeability of the cervical canal. Several radiolo- 
gists give the radium and roentgen irradiation 
simultaneously. 

(Hetnz Krrcuuorr). Leo A. JUHNKE, M.D. 


Paroli, G.: On the Treatment of Carcinoma of the 
Cervix in Pregnancy (Sul trattamento del car- 
cinoma cervicale in gravidanza). Riv. ital. di ginec., 
1935, 17: 641. 

In carcinoma of the cervix complicating pregnancy 
radium irradiation will not disturb the progress of 
the pregnancy or injure the child if too strong doses, 
endocervical application of the radium, and pre- 
ventive amputation of the neck of the uterus are 
avoided. 

Deep roentgen therapy is always injurious to the 
child. 

Cancer of the cervix in pregnancy responds well 
to radium treatment. 

While in a few cases pregnancy seems to stimulate 
tumor activity, in the majority it seems to inhibit 
neoplastic growth. 

The author states that in his clinic, carcinoma of 
the uterus is never considered an indication for 
therapeutic abortion, no matter how advanced the 
lesion or what the stage of the pregnancy. 

As a rule, women who have been treated with 
radium should be delivered by simple cesarean sec- 
tion as soon as labor begins, particularly if the ra- 
dium irradiation was instituted long before labor. 
In certain operable cases, the cesarean section may 
be followed by a radical operation. Subtotal hys- 
terectomy should never be performed as radical 
hysterectomy is necessary for removal of all of the 
neoplastic tissue. RicHarp E. Somma, M.D. 


Newell, Q. U., and Crossen, H. S.: Five-Year Re- 
sults in Fifty-Six Cases of Carcinoma of the 
Corpus Uteri. Am. J. Obst. & Gynec., 1935, 29: 326. 


The authors emphasize that in comparing the 
results of different methods of treatment of corpus 
carcinoma of any grade it is essential to compare 
cases of carcinoma of approximately the same extent, 
i.e., early cases with early cases and late cases with 
late cases. Otherwise erroneous conclusions may be 
drawn as to the efficacy of the various procedures. 

Of the cases reviewed, death resulted in nearly all 
of thosein which only irradiation treatment was given. 

The safest treatment for carcinoma of the corpus 
uteri is operation supplemented by irradiation. In 
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the authors’ cases in which the patient is a good 
operative risk hysterectomy of a type suitable for 
the disease is carried out and supplemented by ir- 
radiation to devitalize any cancer cells which may be 
beyond the structures removed. The irradiation 
may be given before or after the operation or both, 
and with radium or the X-rays or both. If the 
patient is a poor operative risk, the treatment 
employed is determined by consideration of the seri- 
ousness of the contra-indication to operation and the 
efficacy of irradiation on a growth of the type and 
extent presented. Epwarp L. CorneELL, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Soimaru, A.: Generalized Peritonitis from the 
Rupture of a Pyosalpinx (Péritonites généralisées 
par rupture du pyosalpinx). Gynécologie, 1935, 34: 21. 

Soimaru reports five cases of pyosalpinx rupturing 
into the peritoneum and reviews the literature on 
the condition. He finds that generalized peritonitis 
resulting from the rupture of a pyosalpinx occurs 
in women from twenty to thirty-five years of age. 
The rupture may be a traumatic rupture of a 
chronic pyosalpinx with latent infection and thin 
walls or the perforation of a pyosalpinx following 
an acute inflammation with ulcerative lesions in the 
tubal wall. The latter is much more dangerous than 
the former as the infection is more virulent. Two of 
the author’s cases were of the first type and three 
of the second. 

At operation, a considerable quantity of pus is 
found in the peritoneal cavity. In the author’s 
cases in which operation was performed three hours 
after the rupture the intestines were found congested 
and covered with fibrinous plaques, whereas in those 
in which operation was performed five or six hours 
after the rupture the intestines were found dis- 
tended, and loops agglutinated, and the peritoneum 
congested. The fact that the pyosalpinx is usually 
more or less bound down by adhesions in chronic 
cases tends to limit the spread of the infection. The 
co-existence of a suppurating cyst of the ovary with 
a pyosalpinx has been observed in some cases, in- 
cluding one seen by the author. 

In many cases the rupture of the pyosalpinx is 
preceded by an increase in the pelvic pain and a rise 
in the temperature. At the time of the rupture the 
pain suddenly becomes more severe and the swelling 
disappears. The rupture may be followed by gen- 
eral collapse. Among the symptoms accompanying 
the rupture are pallor, perspiration, coldness of the 
extremities, and increased frequency of the pulse. 
In some cases there may be fever, nausea, and vomit- 
ing (two of the author’s cases). Muscular rigidity 
of the abdominal walls develops more rapidly in 
women with abdominal muscles of good tone than in 
multipare with relaxed abdominal muscles. It is 
generalized over the entire abdomen. 

If there is a definite history of tubal infection, the 
diagnosis of rupture of a pyosalpinx is relatively 
easy, but if the patient has not been under observa- 
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tion previously the condition is often believed to be 
peritonitis due to appendicitis. 

When a tubal infection shows evidence of the de- 
velopment of pyosalpinx with the danger of rupture 
(which occurs in about 3 per cent of the cases) 
operation is preferable to medical treatment. If 
rupture occurs, operation should be performed im- 
mediately as the mortality increases rapidly with 
delay of surgical intervention. The author believes 
that removal of the tube and ovary on one or both 
sides with drainage is the operation of choice. In 
four of his five cases removal of the tube and ovary 
on the affected side with the use of a Mikulicz drain 
and drainage of the parietocolic spaces resulted in 
recovery. ALICE M. MEYERS. 


Fels, E.: The Corpus Luteum Hormone and Its 
Isolation (Das Corpus luteum Hormon und seine 
Reindarstellung). Arch. f. Gynaek., 1934, 158: 364. 


This article summarizes the findings of a five-year 
study of the corpus luteum hormone. The test used 
by the author, which is based on the original method 
of Corner, is described in special detail. A detailed 
description of the test is essential because the re- 
sults are extremely variable, as has been shown by 
control investigations with the Corner test, the 
Clauberg test, and the so-called ‘‘clinical unit.’’ The 
source of the hormone was the hog ovary. From the 
corpora lutea of eight animals 1 Corner unit of corpus 
luteum hormone was obtained. The corpus luteum 
hormone can be demonstrated also in the placenta 
and the urine of pregnant women, but only after 
the follicular hormone has been removed. However, 
the amount of corpus luteum hormone in the pla- 
centa is too small for use of the placenta as the source 
of the hormone for experimental investigations. 

The author confirmed the findings of other in- 
vestigators which have demonstrated an antago- 
nism between the corpus luteum hormone and the 
follicular hormone. The administration of follicular 
hormone inhibits the action of the corpus luteum 
hormone, whereas the action of the follicular hor- 
mone does not influence the action of the corpus 
luteum hormone. It is impossible to determine defi- 
nitely the amount of follicular hormone necessary to 
inhibit the action of the corpus luteum hormone. 
Fels believes that the effect on the pelvic ligaments 
of the guinea pig and the mucification of the vaginal 
epithelium which has been ascribed by other in- 
vestigators to the corpus luteum hormone is due to 
the effect of the follicular hormone. 

The ovulation-inhibiting effect of the corpus 
luteum hormone was demonstrated by investigations 
on rabbits. On the other hand, in artificially induced 
maturation of the follicles it was impossible to sup- 
press ovulation by injecting pregnancy urine. 

The author briefly refers to the isolation of the 
corpus luteum hormone which he accomplished with 
Slotta. This work has been published in detail else- 
where. As yet, there are no extensive statistics on 
the therapeutic use of the corpus luteum hormone. 

(MUEBLBOCK). Haroitp C. Mack, M.D. 





‘Brindeau, 


Bergstrand, H.: Luteinization of the Ovaries in a 
Case of Basophile Pituitary Adenoma with 
Cushing’s Syndrome (Luteinisierung der Ovarien 
bei einem Fall von basophilem Hypophysenadenom 
mit Cushings Symptomenkomplex). Arch. f. path. 
Anat., 1934, 293: 413. 


The author reports a case of basophile pituitary 
adenoma in a forty-two-year-old woman who pre- 
sented almost all the classical symptoms of the 
Cushing syndrome. The tumor had grown into the 
cavernous sinus and had caused bilateral chemosis. 
Because of the presence of pronounced hirsutism, 
and adrenal or ovarian tumor was suspected at first 
and both ovaries were removed. From the clinical 
standpoint it is noteworthy that menstruation had 
continued for a long time and had ceased only when 
the patient’s general condition became very poor. 

Of the anatomical manifestations, those in the 
ovaries were most striking. The ovaries showed 
numerous graafian follicles, ‘‘blood-spots,” and 
luteinized follicles (corpora lutea atretica), all three 
of the reactions which are noted in the ovaries of 
infantile mice after the experimental administration 
of gonadotropic hormone. In spite of this, the 
Aschheim-Zondek reaction of the urine was negative. 

This case supports the theory that the gonado- 
tropic hormone of the pituitary is formed in the 
basophile cells. The adrenals were enlarged and the 
thyroid was diminished in size and presented sclero- 
sis of the parenchyma although showing evidence of 
hyperfunction. 

(K. J. ANSELMINO). Harotp C. Mack, M.D. 


Riehl, Hinglais, and Hinglais: An 
Enormous Amount of Lutein Hormone in the 
Urine in a Case of Lutein Cyst (Présence d’une 
forte quantité d’hormones lutéinisantes dans les 
urines dans un cas de kyste lutéinique). Bull. Soc. 
d’obst. et de gynéc. de Par., 1935, 24: 38. 


As the lutein hormone, Prolan B, is rarely ex- 
creted in the urine in the absence of pregnancy, the 
authors report a case of sterility in which 120 units 
of Prolan B in addition to a considerable amount of 
Prolan A was found in the urine. The patient was a 
woman of thirty years of age who came for treatment 
for sterility. Menstruation had been regular but 
scanty. Under opotherapy the menses stopped, a 
tumor formed to the right of the uterus, and symp- 
toms suggesting extra-uterine pregnancy developed. 
At operation a cyst of the right ovary which proved 
to be a lutein cyst was discovered. Twelve days 
after the operation the Prolan B had completely dis- 
appeared from the urine. 

This is the second case of lutein cyst the authors 
have seen in which the urine contained considerable 
amounts of Prolan A and Prolan B. The amount of 
Prolan B in this case was larger than the amount 
found by them in any other condition except preg- 
nancy and chorionepithelioma. They therefore con- 
clude that the maximum amount in the absence of 
pregnancy is 150 units instead of the roo units they 
assumed previously. 
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The theory that, in the case reported, a disturb- 
ance of prolan secretion may have been responsible 
for the formation of the lutein cyst was refuted by 
the rapid disappearance of the hormone from the 
urine after the operation. Apparently the cyst 
stimulated the abnormal production of prolan. While 
it would have been interesting from this point of 
view to determine the amount of Prolan B in the 
lutein tissue itself, this was unfortunately impos- 
sible. AupRrEY Goss Morcan, M.D. 


Stein, I. F., and Leventhal, M. L.: Amenorrhea 
Associated with Bilateral Polycystic Ovaries. 
Am. J. Obst. & Gynec., 1935, 29: 181. 


The authors report seven cases in which amen- 
orrhea was associated with bilateral polycystic 
ovaries. They state that bilateral polycystic degen- 
eration of the ovaries is more likely to be due to 
hormonal influences than to inflammatory changes. 

The diagnosis of ovarian disease is greatly facili- 
tated by the use of pneumoroentgenography. 

In the cases reported, treatment of the amenor- 
thea with estrogenic hormone proved unsatisfac- 
tory whereas surgical treatment consisting of wedge 
resection of the cystic cortex of the ovaries was 
followed by complete restoration of physiological 
function. In every instance menstruation became 
normal and remained normal during the period of 
observation. Two of the patients became pregnant. 
In no case was recurrence of the polycystic change 
in the ovary discovered on follow-up examination. 

The authors believe that the amenorrhea and 
sterility in such cases may be due to mechanical 
crowding of the ovarian cortex by the cysts which 
interferes with the progress of the normal graafian 
follicles to the surface of the ovary. 

, Epwarp L. CorNneELL, M.D. 


EXTERNAL GENITALIA 


Eichenberg, H. E.: Hydradenoma of the Vulva 
(Hidradenoma vulve). Zéschr. f. Geburtsh., 1934, 
109, 358. 


The author reports thirteen cases of hydradenoma 
of the vulva, a condition which has been recognized 
from its histological and clinical characteristics in 
only a comparatively few instances. In twelve of 
the cases it was apparently benign but in one case 
it proved to be carcinomatous. Although malignant 
degeneration is rare, the possibility of its occurrence 
renders hydradenoma of the vulva of as much im- 
portance from the standpoint of the clinician as from 
that of the pathologist who must determine whether 
it is benign or malignant. 

The nodules, which range from the size of a pea to 
that of an almond, are usually subcutaneous and lie 
only a few millimeters below the surface. They are 
generally found in the labia majora, but in two of the 
author’s cases they were in the labia minora near the 
clitoris. The nodules are cystic. In three of the 
author’s cases they were distended by fluid contents. 
In one case the cyst measured 10 by 15 mm. In such 
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cases the papillomatous proliferation fills only a part 
of the lumen, whereas in others it fills the lumen 
nearly completely. The papillary proliferation 
sometimes takes its origin from a broad base, some- 
times from a small circumscribed portion of the cyst 
wall, and sometimes from a single pedicle. It is 
usually labyrinthine, but not infrequently it is of a 
more papillomatous character with finely branching 
papilla and plicated filaments. Transitional forms 
between the labyrinthine adenomatous and the 
papillary formations are observed. In only some of 
the branching structures is the connective tissue sup- 
porting structure of the growth found in abundance 
and occasionally sclerotic and showing hyaline 
cloudy swelling. Elsewhere it is usually present in 
only very small amounts, it is delicate, and it con- 
tains capillaries which are occasionally dilated. In 
only one of the author’s cases was the epithelium of 
the proliferation double layered throughout. In the 
others it showed a double layer in only certain areas. 
The lower layer consisted of flat spindle and cuboid 
cells, and the upper layer of cylindrical cells. Strati- 
fication often becomes quite extensive without being 
destructive even when, as in one of the author’s 
cases, it sends off into the surrounding tissues solid 
projections from which tubules are formed. In gen- 
eral, tubular formations are rare. In five cases the 
author observed large pale cells of the type found in 
the apocrine glands and the mammary glands. The 
resemblance is not superficial but striking since, 
within a cavity, projecting septa, like narrow 
papillae, are completely covered by these char- 
acteristic large pale epithelial cells which fill the nar- 
row spaces between them. The epithelium of the 
portions of the cyst wall which are free from papille 
is similar to that in the labyrinths of the prolifera- 
tion except that it is sometimes stretched. Occa- 
sionally, also, tubular projections extend into the 
connective tissue capsule which, for the most part, is 
thin and formed by compression of the tissues sur- 
rounding the cyst. In the neighborhood of the cyst 
sometimes stasis and occasionally inflammatory in- 
filtration of a mild grade is to be found under the 
surface. In addition, distended sweat glands are al- 
most always present. In only one of the author’s 
cases was extensive hyperplasia of the sweat glands 
observed in the involved region. 

Although the at first peculiar and marked pro- 
liferation is not sufficient to lead to a diagnosis of 
carcinoma because it occurs within the cyst, and al- 
though clinical experience over a period of years, 
even in cases of recurrence following incomplete re- 
moval of the cyst mass, speaks against malignancy — 
in a case cited the new nodule was only the size of a 
lentil five years after the operation—caution seems 
to be indicated by the following case: 

A woman thirty years old developed beneath the 
skin at about the center of the inner surface of the 
left labium majus a movable, almond-sized cystic 
nodule containing a papilloma measuring 5 mm. In 
this case also a double-layered epithelium and large 
pale cells were found. The unusually marked epi- 
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thelial proliferation in certain areas and especially 
the projection of strands and tubular formations in 
many directions into the surrounding tissues led to 
a diagnosis of adenocarcinoma. The left labium 
majus was therefore completely removed together 
with the lymph nodes in the left inguinal region. In 
one lymph node in the labium a small portion of new 
growth and metastasis were found. Two years later 
the patient was still free from evidences of recur- 
rence. 

In discussing the differential diagnosis the author 
cites a case of intracystic papilla formation in the 
region of the external orifice of the urethra which was 
recognized without difficulty as being a metastasis 
from a carcinoma primary in the ovary. This case 
shows the importance of thorough removal and his- 
tological examination of the nodules. 

(ROBERT MEyeErR). Harry A. SALzMANN, M.D. 


MISCELLANEOUS 


Reiprich, W.: The Biology and Diagnostic-Thera- 
peutic Importance of the Sex Hormones of the 
Anterior Lobe of the Pituitary Gland (Ueber die 
Biologie und diagnostisch-therapeutische Bedeutung 
der Sexualhormone des Hypophysenvorderlappens). 
Ztschr. f. Geburtsh. u. Gynaek., 1934, 109: 285. 


The author reports an investigation of the effects 
upon the genitalia of infantile female rats of large 
doses of prolan administered within the shortest 
possible time. In rats weighing 40 gm., doses of from 
50 to 200 rat units injected in a period of from six to 
eight hours produced a marked ovarian reaction 
which was stronger than that occurring in the normal 
control animals. The effect produced was similar to 
that obtained with the gonadotropic principle in 
pregnancy urine. As it was found that rats possess 
an extraordinarily great resistance to such gonado- 
tropic hormones, an attempt was made to utilize the 
quick reaction for a rapid method of diagnosing 
pregnancy. 

The newly recommended modification with the 
use of the infantile female rat can be read as early as 
thirty hours. As compared with the Friedmann re- 
action it has the advantages of being much simpler 
and not requiring a modern laboratory. After injec- 
tions of from 8 to 12 c.cm. of pregnancy urine divided 
into two or three portions into rats weighing from 40 
to 50 gm., a positive reaction could be recognized as 
early as thirty hours after the first injection from the 
enormous hyperemia and distinct enlargement of 
the ovaries. 

In investigations to determine whether the genital 
changes produced in the mature female rat by 
chronic prolanization will undergo regression and 
the time at which the regression can be expected 
it was found that the normal genital cycle recurred 
from four to six weeks after the administration of 
several hundred rat units of prolan. The effects of 
large doses of extracts of the anterior lobe of the 
pituitary gland on the female genitalia are described 
in detail. In experiments on fifty mature female rats 


and rabbits, prehormone, pregnon, homhormone, 
and prolan were injected over a period of from two 
to three weeks. The doses for rats ranged from 300 
to 800 units, and those for rabbits, from 1,000 to 
5,000 units. Following a transitory extensive luteini- 
zation, histological examination showed signs of 
recurrence of the normal cycle after two months in 
the rats and after from two to four months in the 
rabbits. Biological tests showed the possibility of a 
temporary sterility. The cause of this temporary 
sterility was luteinization of the ovary with corpus- 
luteum formation and inhibition of the maturation 
of follicles. The sterility may have been dependent 
upon the size of the homone dose as it appeared to 
be reversible when medium-sized doses were ad- 
ministered. 

In conclusion Reiprich says that the therapeutic 
application of chronic prolanization to endocrine 
disturbances in the human female appears to be 
justified and to be recommended for cases in which 
all other methods of treatment have failed. 

(H. StecmunbD). Harotp C. Mack, M.D. 


Negri, A.: The Problem of Discharge from the 
Genital Tract (El problema del flujo genital). 
Rev. méd.-quirurg. de patol. feminina, 1935, 3: 21. 

In this article, which is based on the literature and 
his own experience, Negri discusses the participation 
of the different parts of the genital tract in the origin 
of genital discharges; the causes and diagnosis of 
such discharges; the biology of the vagina in relation 
to genital discharges; the bacteriology of the genital 
organs; and the treatment of genital discharges. He 
emphasizes that the vagina can tolerate a great 
variety of pathogenic bacteria without developing 
inflammation and without a change in the appear- 
ance or acidity of its secretion. When autopurifica- 
tion fails, pathological changes appear only when 
predisposing causes such as lack of keratinization or 
maceration of the epithelium are present. The 
presence of leucocytes is the most important index 
of abnormality. 

In the cases of fifty subjects with a vaginal dis- 
charge Negri investigated the presence of lactic acid, 
calculated the glucose content, studied the flora, and 
worked out correlations between the glucose content 
and Huerlin’s four grades of purity of the vaginal 
flora. He believes that autopurification of the vagina 
is regulated by the quantity of glucose present which 
in turn is related to the epithelial glycogen. When 
the diastatic ferments are lacking, the vaginal 
bacillus, which requires a medium containing glu- 
cose, either disappears or loses its morphological 
characteristics and bactericidal power and the va- 
gina becomes invaded by organisms from the vulva. 
An acid secretion is incapable of preventing this in- 
vasion; the decisive factor is the vaginal bacillus, 
which probably contains bactericidal substances. 

The only rational treatment of vaginal infection 
is biological treatment—restoration of the vaginal 
bacillus. Although lactic acid treatment may have 
some effect on the discharge, it diminishes the invad- 
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ing bacteria in only a minority of cases. Glucose- 
broth cultures of the vaginal bacillus and bacillus 
lactis aerogenes introduced into the vagina survive 
only twenty-four hours. Methods directed toward 
the acid factor are ineffective. The first requisite is 
the supplying of glucose. After three or four applica- 
tions of powdered glucose to the vaginal walls the 
vaginal bacillus may appear spontaneously. If it 
does not, it can be introduced. This treatment is 
equally successful in cases of “essential” vaginal dis- 
charge. 

In cases of cervicitis, Negri has found that ampu- 
tation of the cervix gives good results when the con- 
dition is of the chronic hypertrophic form. Dia- 
thermy is very efficacious. Cauterization by Filho’s 
method is also of value but less effective. Local and 
pelvic vaccination has proved disappointing. 

The article contains photomicrographs and is fol- 
lowed by a bibliography. M. E. Morse, M.D. 


Martynenko, P., Teneta, E., Paniutine, J., Golou- 
beva, O.: Comparative Evaluation of Physio- 
therapeutic and Surgical Methods in the Treat- 
ment of Infections of the Female Genital 
Organs in Relation to the Recovery of Work 
Capacity (Evaluation comparative des méthodes 
physiothérapiques et chirurgicales dans le traite- 
ment des inflammations de l’appareil génital de la 
femme en rapport avec la reprise du travail). 
Gynécologie, 1935, 34: 73- 


The authors state that the problem of the applica- 


tion of physiotherapeutic and surgical methods 
to the treatment of inflammations of the female 


genital tract and especially the problem of the res- 
toration of the capacity to work after these diseases 
by this or that treatment have not been sufficiently 
elucidated in the present-day literature. 

In the majority of the reports on such inflamma- 
tions only the results of treatment are given whereas 
the prompt return of the working woman to her 
duties should occupy the center of attention, espe- 
cially in Russia where socialism is being developed. 
Under the conditions of the capitalistic régime the 
problem of restoring working capacity is of less im- 
portance. 

After thirty years of surgery the conservative 
treatment of pelvic inflammatory disease, either as 
a preliminary to surgery or without supplementary 
surgery, has been revived. 

Conservative treatment should be continued for 
three years before operation is considered. The 
methods employed consist of hot vaginal tampons of 
mud, diathermy, and ionotherapy (calcium). The 
functional results are best in chronic inflammatory 
disease due to puerperal infection, next best in 
“diverse”’ genital infections, and third best in in- 
fections due to abortion. With regard to the nature 
of the “diverse infections’? the authors state only 
that these conditions do not include tuberculosis. 

The superiority of conservative treatment to surgi- 
cal treatment is proved by elaborate statistics based 
on 693 cases in which the disease was of from one to 
ten or more years’ duration. The chief criteria 
employed are the amount of time lost from work 
and the number of subsequent pregnancies. 

ALBERT F. DE Groat, M.D. 








OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Robecchi, E.: A Study of Hepatic Function in 
Pregnancy. The Curve of the Amino-Acids in 
the Blood (Contributo allo studio della funziona- 
lita epatica in gravidanza. La curva aminoacidemica 
da carico). Ginecolgia, 1935, 1: 53. 


In spite of extensive investigations the exact status 
of the liver during pregnancy has not been definitely 
determined. Functional tests tend to show some de- 
crease of hepatic function, but we do not know 
whether this change is the result of damage to an 
intact liver by substances originating in the preg- 
nancy or of an increase of changes already present 
in the liver produced by such substances. 

Robecchi reviews briefly the various tests of liver 
function under normal and pathological conditions. 
He discusses especially the tests which are based on 
the metabolism of amino-acids. For his investiga- 
tions he selected the test introduced by Bufano in 
1927, which consists in determining the behavior of 
the amino-acids after the administration of glycocoll. 

The Bufano test is carried out early in the morning 
with the patient fasting and in bed. Blood is with- 
drawn from a vein in the antecubital fossa and 10 
c.cm. of a warm 12.2 per cent solution of the purest 
glycocoll are injected. Blood is again taken fifteen, 
thirty, and sixty minutes after the injection. The 
total amino-acid content of the blood is then de- 
termined by the method of Folin. The test causes no 
immediate or late disturbances. As a basis for com- 
parative amino-acid values, the author used seven 
normal non-pregnant women and two patients with 
cirrhosis of the liver whose blood had an amino-acid 
content comparable to that reported by other in- 
vestigators. 

Of the sixteen pregnant women studied, normal 
hepatic function was found in 12 (75 per cent), slight 
hepatic insufficiency in 3 (18.7 per cent), and slug- 
gishness of the liver in 1 (6.2 per cent) in the seventh 
month of pregnancy. Although the results of the 
amino-acid test appeared slightly elevated, the test 
indicated normal hepatic function in all. On the 
other hand, of three women with hyperemesis, slight 
hepatic insufficiency was found in two (66 per cent), 
and of seven women with albuminuria, normal 
hepatic function was found in five (71.4 per cent), 
slight hepatic insufficiency in one (14.2 per cent), 
and sluggishness of the liver in one. In the single 
case in which the blood amino-acid content of the 
blood was determined before delivery the values were 
found to be abnormal. Of the cases in which de- 
livery occurred prematurely or the eclampsia had 
been cleared up, the test showed a change in hepatic 
function in 50 per cent. Tests were made also for 
urobilin in the urine and bilirubin in the blood. 


While determinations of the amino-acids carried 
out during fasting are of no value because under 
these conditions the quantity is low even in the 
presence of hepatic insufficiency, the amino-acid 
curve usually shows slight variations from its initial 
level even when the liver is definitely involved (cir- 
rhosis, eclampsia). These variations seem to be due 
to varying factors dependent upon some particular 
balance of nitrogen in pregnancy, the synthesis of 
protective substances, the passage of amino-acids 
from the maternal to the fetal blood, the ability of 
the placenta to form urea, the influence of pregnancy 
on the function of the endocrine glands, and the con- 
dition of the sympathetic nervous system. 

These facts emphasize how difficult it is to inter- 
pret the results obtained in a study of liver function 
by the glycocoll test, the corrections that must be 
made in these results, and the necessity of correlating 
the findings of this test with the results of simul- 
taneous tests of the efficiency of other organs. More- 
over, it must be remembered that we know very 
little about the various components of hepatic func- 
tion, their effects on each other, and the humoral 
and nervous factors causing changes during preg- 
nancy which are difficult to detect and may render 
the findings of a single test uncertain. Whereas a 
certain amount of reliance may be placed on a test 
which shows a marked deviation from the normal, a 
relative insufficiency of the liver cannot be excluded 
by a test with negative results. 

EuGENE T. Leppy, M.D. 


Quinto, P.: Nephrectomy and Pregnancy (Ne- 
frectomia e gravidanza). Riv. ital. di ginec., 1935, 17: 
615. 

Quinto reports three cases in which nephrectomy 
was performed during pregnancy. 

The first case was that of a woman thirty-one 
years old who entered the clinic in the fourth month 
of pregnancy, one month after a nephrectomy for 
calculous pyonephrosis of the left kidney. As ex- 
amination revealed a nephritic condition of the re- 
maining kidney, the pregnancy was interrupted. 
Uneventful recovery resulted. The second and third 
cases were similar. 

On the basis of these cases and the literature the 
author has come to the conclusion that nephrectomy 
performed after conception does not endanger preg- 
nancy provided the remaining kidney is healthy and 
the operation is performed in the first few months of 
the pregnancy. 

Symptoms in the remaining kidney indicate 
lesions which are unquestionably aggravated by 
pregnancy. In the presence of such symptoms in- 
terruption of the pregnancy is the only therapeutic 
measure to be considered. 
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In the cases of women who desire to have a child 
after a nephrectomy a careful investigation of the 
nature, site, and degree of the lesion which led to the 
removal of the kidney should be made and the pa- 
tient advised as to the time necessary after the 
nephrectomy to insure complete compensatory re- 
adjustment of the remaining kidney. 

In nephrectomized women the course of the ne- 
phropathies of pregnancy is more or less the same as 
in women who have not been nephrectomized al- 
though the tendency toward the development of 
such nephropathies in the former may be greater. 

In the cases of nephrectomized women the same 
criteria should be adopted concerning treatment and 
prognosis, labor, and the puerperium as in the cases 
of women with both kidneys who have a bilateral 
nephropathy. : 

In cases of pyelonephritis of pregnancy in nephrec- 
tomized women the same therapeutic measures 
should be employed as in the cases of non-nephrec- 
tomized women with a similar but bilateral involve- 
ment, due consideration being given to the immediate 
and potential dangers which may arise as the result 
of the infection, whether referable to the pregnancy 
or to anatomical and functional changes in the 
kidney. Ricwarp E, Soma, M.D. 


Puccioni, L.: Genitoperitoneal Tuberculosis and 
Pregnancy (Tubercolosi genito-peritoneale e gravi- 
danza). Riv. ital. di ginec., 1934, 17: 363. 

The author reviews the literature on genitoperi- 
toneal tuberculosis complicating pregnancy from 
1885 to date and reports two cases. 

He accepts the theory that occasionally the 
generalized spread of a tuberculous process may be 
brought about by pregnancy. During pregnancy, an 
adnexal lesion may be activated, and after delivery 
a true tuberculous septicemia simulating a puerperal 
infection may occur. 

The genital organs offering the most favorable 
conditions for the rapid development and spread of a 
tuberculous process are the tubes and the uterus. 
The uterus is usually involved secondarily to the 
tubes by continuity or by way of the blood lymph 
or blood stream. Infection by way of the blood 
stream tends to occur at the site of the insertion of 
the placenta. 

There are two theories regarding peritoneum in- 
volvement in cases of genital tuberculosis. Accord- 
ing to one, the infection spreads from the peritoneum 
to the tubes whereas, according to the other, the 
spread is from the tubes to the peritoneum. The 
author believes that most frequently the infection 
is primary in the tubes as the tubal involvement is 
often the more marked. 

The diagnosis of genitoperitoneal tuberculosis 
complicating pregnancy is rendered difficult by: 
(1) the vagueness and relative mildness of the symp- 
toms in the initial stages, (2) tendency to attribute 
the abdominal pain, malaise, and vomiting to the 
pregnancy; (3) the frequent presence of tuberculous 
foci in other organs to which the attention of the 


physician is directed; and (4) the relative infre- 
quency of the association of genital and peritoneal 
tuberculosis with pregnancy. 

The author’s conclusions are summarized as fol- 
ows: 

1. The association of genitoperitoneal tuber- 
culosis with pregnancy is relatively rare. 

2. In most cases in which genitoperitoneal tuber- 
culosis is associated with uterine pregnancy, the 
localization in the peritoneum and the genital organs 
occurred after conception, whereas in most cases in 
which genitoperitoneal tuberculosis is associated 
with extra-uterine pregnancy the localization took 
place before conception. 

3. Pregnancy has an unfavorable effect on tuber- 
culosis, favoring its rapid diffusion and evolution and 
frequently its generalization. 

4. The chief danger is generalization of the 
tuberculous process which quite often is evidenced 
after expulsion or removal of the embryo, probably 
because of implantation of the tubercle bacilli in the 
area of insertion of the placenta. 

The course of pregnancy is influenced un- 
favorably by the coexistence of tuberculosis of the 
peritoneum and genital organs. Abortion and pre- 
mature interruption of the pregnancy are frequent. 

6. The diagnosis of genitoperitoneal tuberculosis 
complicating pregnancy is difficult because of the 
vagueness and mildness of the symptoms in the early 
stages and because of the relative rarity of the asso- 
ciation. 

7. The treatment should be predominantly surgi- 
ical and should include aspiration of the ascitic fluid, 
interruption of the pregnancy, and removal of the 
genital organs involved by the tuberculous process. 
The surgical treatment should be followed by physi- 
cal therapy. 

8. The prognosis is frequently very unfavorable. 

CLARA RAVEN. 


Falls, F. H.: A Critical Study of 500 Cases of 
Eclamptogenic Toxemia. Am. J. Obst. & Gynec., 
1935, 29: 316. 

Eclamptogenic toxemia can be controlled in most 
cases by reducing the amount of protein split 
products in the blood and increasing elimination by 
the bowel. When the symptoms do not yield to 
conservative management, the uterus must be 
emptied. 

Cesarean section is indicated in cases of fulminat- 
ing toxemia and when induction of labor or delivery 
from below is contra-indicated. 

Eyeground examination is of little aid in deter- 
mining the severity of a given case. The phenol- 
sulphonphthalein test is of value in the prognosis. 

To reduce the incidence and severity of post- 
partum convulsions, the treatment should be con- 
tinued after delivery until the symptoms have been 
definitely relieved. Sedatives, intravenous injec- 
tions of magnesium sulphate, and intravenous injec- 
tions of glucose, while rational and in some cases 
helpful, are not essential in the antepartum treat- 
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ment. Patients first seen in labor are usually best 
delivered from below. 

Elderly primipare near term but not in labor are 
best delivered by cesarean section because of the 
danger and uncertainty of delivery by induction of 
labor. 

There is no advantage in dividing the cases into 
eclampsia, low reserve kidney, pre-eclampsias, and 
eclampsism. 

Because of the prematurity and toxic condition 
of the babies in these cases, extra precautions must 
be taken to insure their safety during labor and in 
the first days after birth. 

Epwarp L. CorneELx, M.D. 


LABOR AND ITS COMPLICATIONS 


Sciclounoff, T.: An Inquiry into the Value of Rectal 
Examination in the Course of Obstetrical De- 
livery (Enquéte sur la valeur du toucher rectal au 
cours de l’accouchement). Rev. franz. de gynéc. et 
d’obst., 1935, 30: I. 

Koenig, chief of the Gynecological and Obstetrical 
Service at the University of Geneva, proposed that a 
survey be made to determine whether obstetricians 
prefer rectal examination to vaginal examination in 
deliveries. Two hundred and eighty questionnaires 
were sent to various obstetrical specialists in Europe 
and America. The first 2 questions asked whether 
the chief of the department had students or student 
midwives on his service. The other questions were as 
follows: 

3. Do you use only rectal examinations in your 
service? 

4. Do you consider rectal examination sufficient? 

5. Do you permit midwives to make vaginal ex- 
aminations? 

6. Are the students authorized to make rectal and 
vaginal examinations? 

7. Do you believe that vaginal examination 
causes a higher morbidity and mortality than rectal 
examination? 

Before reporting the findings of the questionnaires, 
the author gives a thorough review of the literature 
on puerperal infection both before and after the time 
of Holmes and Semmelweiss and presents statistics 
from various sources, notably those of Pankow and 
those of Lantos and Labhardt. The latter, which 
were based on 6,354 deliveries, showed fewer febrile 
reactions in women who had been examined by the 
vaginal route than in those who had been subjected 
to rectal examinations. 

The findings of the questionnaire are grouped 
according to the country from which the replies 
came and are summarized as follows: 

1. Rectal examination is practiced exclusively by 
7.9 per cent of the obstetricians replying (particu- 
larly the Swiss group). 

2. Seventy-one and ninety-nine hundredths per 
cent of the obstetricians consider rectal examina- 
tion insufficient in both normal and abnormal cases. 
Twenty-one and thirty-four hundredths per cent 


regard it as sufficient in normal cases, but insuf- 
ficient in abnormal cases. 

3. Seventy-three per cent consider vaginal ex- 
amination indispensable to midwives. 

4. The majority of the chiefs of services permit 
students to make vaginal examinations. 

5. Seventy-two per cent consider vaginal exam- 
ination harmless if it is practiced according to a 
rigorous technique. Marsu W. Poote, M.D. 


McNeile, L. G., and McBurney, R. D.: Statistical 
Study of Uterine Ruptures. California & West. 
Med., 1935, 42: 73- 


Of 17,350 consecutive obstetrical cases, uterine 


rupture occurred in 30, or in 1 of every 578 cases. 
The authors claim that rupture of the uterus is 
nearly always preventable. While rupture through 
a cesarean scar in a subsequent pregnancy or labor 
is serious, they find that the prognosis for the mother 
is far better under such circumstances than in other 
cases of complete rupture. The chief factor respon- 
sible for rupture of the uterus not occurring in a 
cesarean section scar is an attempt to shorten labor 
by an operative procedure without regard to the 
obstetrical indications or conditions. A woman who 
has had a cesarean section should be delivered by 
cesarean section at or near term in subsequent 
pregnancies. 

The prognosis in cases of rupture of the uterus 
depends to a great extent upon the time at which 
the condition is recognized and treated. The authors 
believe that if conditions as regards asepsis are sat- 
isfactory, the lower uterine segment should be 
examined manually for possible injury after every 
operative delivery. 

J. THORNWELL WITHERSPOON, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Mikulicz-Radecki, F., von. The Treatment of Atonic 
Postpartum Hemorrhages, Together with a 
Report on the Methods Used by the General 
Practitioner in East Prussia in the Treatment 
of Postpartum Hemorrhages (Die Behandlung 
der atonischen Nachgeburtsblutungen. Zugleich ein 
Bericht ueber die Taetigkeit des praktischen Arztes 
bei Nachgeburtsblutungen in Ostpreussen). Muen- 
chen. med. Wehnschr., 1934, ii, 1798, 1845. 


The author reviewed obstetrical cases in the 
province of East Prussia (a total of 111,255 deliv- 
eries conducted by midwives in the years from 1923 
to 1933) to determine what methods are used by 
general practitioners to combat atonic postpartum 
hemorrhages. According to the midwives’ records, 
postpartum hemorrhages occurred in 3,362 of these 
deliveries, their incidence being therefore 3.03 per 
cent. A physician was summoned in 74 per cent of 
the cases. The mortality was 0.36 per 1,000 de- 
liveries. 

Before the delivery of the placenta (2,206 treated 
cases), manual separation of the placenta was done 
in 41 per cent of the cases, the Credé maneuver under 
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narcosis in 0.3 per cent, the simple Credé maneuver 
in 4 per cent, and tamponade of the uterus in 9.27 
per cent. After expulsion of the placenta (276 
treated cases), digital examination was done in 18 
per cent and tamponade of the uterus in 1 case. 
In the remaining cases other methods proved 
sufficient. Manual separation of the placenta was 
therefore performed comparatively frequently. It 
appears that when the placenta cannot be separated 
completely by medicinal means, the general prac- 
titioner decides at once to resort to manual separa- 
tion without first trying the simple Credé maneuver 
or the Credé maneuver under narcosis. According to 
the experience of the Koenigsberg Clinic, the in- 
completely separated placenta can be removed by 
these two procedures in 28 per cent of cases of post- 
partum hemorrhage. 

The author next gives rules for the treatment of 
atonic postpartum hemorrhages by the general prac- 
titioner. He states that when the history and the 
course of labor suggest the possibility of atony a 
prophylactic intramuscular or intravenous injection 
of extract of the posterior lobe of the hypophysis 
should be given. In the treatment of mild cases the 
intramuscular injection of pituitrin and massage of 
the uterus are indicated. In urgent cases the 
pituitrin should be given by intravenous injection 
and when the hemorrhage exceeds 500 c.cm. the 
intravenous injection of pituitrin should be followed 
by the simple Credé maneuver. If this treatment 
fails the Credé maneuver under narcosis is indicated. 
For this the author gives the following rules: Begin 
the induction of the narcosis. Inject an ecbolic. 
Carry out the Credé maneuver when the uterus be- 
comes hard. Separate the placenta manually. In 
cases of hemorrhage following expulsion of the pla- 
centa it is best to give an intravenous injection of 
¥ c.cm. of pituitrin and of gynergen simultaneously. 
The uterus should then be massaged and a T-binder 
applied. Digital examination is necessary when 
there is doubt as to whether the placenta has been 
expelled completely and also sometimes when there 
are blood clots in the uterine cavity. Tamponade 
of the uterus is highly to be recommended. Oc- 
casionally, compression of the aorta is of aid. This 
is accomplished most easily with Momburg’s tube 
or manually. The combined maneuver of Fritsch 
and that of Zweifel are seldom employed. 

(BUREHL). FLORENCE ANNAN CARPENTER. 


Paine, C. G.: The Etiology of Puerperal Infection. 
Brit. M. J., 1935, 1: 243. 


The active invaders in most puerperal infections 
are hemolytic streptococci. They are carried by the 
hands of the obstetrical attendant, by droplet in- 
fection from the noses or throats of those present at 
the delivery, or by the patient’s hands. The author 
endeavored to determine the principles of the 
mechanics of droplet spray by means of an apparatus 
he devised which consists of a plaster cast of a face 
through which are bored holes to represent the 
nares and a partly opened mouth. A spray charged 


with a suitable organism was used. It was found 
that little spray passed upward. Most of the drop- 
lets fell rapidly, and their greatest concentration 
was from ro to 20 in. from the mouth. 

The findings indicated that genital infection of the 
patient from the upper respiratory tract of the 
accoucheur may be produced by either high- or 
low-momentum droplets. Infection by the high- 
momentum stream occurs by direct implantation 
into the vaginal introitus. The low-momentum 
stream infects the front of the operator’s gown and 
his sterile gloves. 

Paine concludes that masks of sufficient thickness 
and tied securely under the chin with a minimal 
air gap at the sides should be used in all deliveries. 

ALBERT W. Hotman, M.D. 


Morosova, A. N., Komkova, O. A., Moroleva, A. M., 
and Terekhova, A. A.: The Part Played by 
Anaérobic Infection in the Etiology of Puer- 
peral Diseases. The Clinical Picture, Diag- 
nosis, and Treatment of These Diseases (Role 
de l’infection anaérobie dans |’étiologie des mala- 
dies post-puerpérales. Clinique, diagnostic et thé- 
rapeutique de ces maladies). Gynéc. et obst., 1935, 
gt: 3ra8. 


The authors report an investigation which was 
made in 100 cases of puerperal sepsis to determine 
the importance of anaérobic bacteria in puerperal 
infections. 

They found anaérobic bacteria in 33 per cent of 
the cases. Of the latter, the bacillus perfringens 
was found in 25 per cent and the anaérobic strepto- 
coccus in 20 per cent. Cultures of the bacillus per- 
fringens were found to be virulent in 66 per cent of 
the cases. The combination of non-virulent strains 
of the bacillus perfringens with non-virulent aérobic 
streptococci is virulent. In experiments on labo- 
ratory animals fetid and putrid streptococci showed 
little or no virulence. 

In the cases of very severe generalized infection 
(septicemia and septicopyemia) in which the bacil- 
lus perfringens was found, the mortality was 55.5 
per cent; in those with putrid anaérobic strepto- 
cocci it was 43 per cent; in those with both the 
bacillus perfringens and the anaérobic streptococcus 
it was 100 per cent; and in those with anaérobic 
streptococci it was 53 per cent. 

Anaérobic bacteria are discovered much less fre- 
quently in the blood than in the discharge. The 
authors found the bacillus perfringens in the blood 
in only 2 cases and the anaérobic streptococcus in 
only 1 case. 

The clinical signs of puerperal infection due to 
anaérobic bacteria include early evidences of in- 
toxication; the triad of jaundice, cyanosis, and a 
dark brown color of the urine and blood serum; the 
rapid formation of infiltrations and sometimes of 
abscesses in the periuterine tissues; and, in excep- 
tional cases, crepitation of the uterus. 

Anaérobic infections are much more severe and 
associated with a much higher mortality than 
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aérobic infections. A search for anaérobic bacteria 
should be made in every case of puerperal infection 
and if the bacillus perfringens is found a biological 
study should be carried out to determine its viru- 
lence. An effort should be made to discover bac- 
teriological methods for early diagnosis. 
Anaérobic serum should be given as soon as pos- 
sible after the development of clinical symptoms 
or at least immediately after the demonstration of 
anaérobic bacteria. In the authors’ cases a pre- 
liminary dose of 2 c.cm. is given to determine the 
reaction of the organism, and half an hour. later a 
dose of from 50 to 100 c.cm. is administered. The 
total dosage is from 100 to 650 c.cm. As puerperal 
infections due to anaérobic bacteria are accom- 
panied by anemia and signs of asphyxia, it is well 
to supplement the use of anaérobic serum with blood 
transfusion. Aubrey Goss Morecan, M.D. 


MISCELLANEOUS 


Sherman, J. T.: A Study of Seventy-Eight Patients 
with Hydatidiform Mole. Am. J. Surg., 1935, 27: 
237- 

Of 182,119 women delivered in the Lying-In 
Hospital, New York City, in the period from 1898 
to 1934, hydatidiform mole was found in 78. Hydati- 
diform mole therefore occurred in 1 of every 2,334 
pregnancies. One of the moles occurred in a tubal 
pregnancy. Chorionepithelioma was found in only 
1 of the entire series of cases. This malignant disease 
did not follow hydatidiform mole. Of 12 women 
with hydatidiform mole who were followed for two 


years, 11 did not develop chorionepithelioma. One 
developed a chorionepithelioma eighteen months 
after expulsion of the original mole, but as she had 
an incomplete abortion in the interval, the author 
believes the malignancy was secondary to the abor- 
tion rather than to the mole. 

Seventy-three per cent of the 78 patients, with 
hydatidiform mole were multigravide. Twenty-seven 
aborted spontaneously or required interference at 
the third month. Forty-two aborted before the 
sixth month and 1 in the seventh month. Twenty- 
nine and four-tenths per cent showed definite 
symptoms of either early or late toxemia. The uterus 
was larger than in the corresponding period of amenor- 
rhea in 58 per cent and small in 6.8 per cent. In 
35.2 per cent the relative difference was not ap- 
parent. The Aschheim-Zondek test was used only 
once and then after the diagnosis was evident. It 
was positive in a dilution up to 10 per cent. Bi- 
lateral polycystic lutein cystomas were found in 3 
patients. The morbidity was 4.1 per cent and the 
mortality 2.5 per cent. The deaths were due to un- 
necessary operative interference. 

The author states that lutein cystomas of the 
ovaries should not be removed. He believes that if 
the disease is properly handled it is not accompanied 
by the high morbidity and mortality usually credited 
to it. Proper management may prevent hemorrhage 
and sepsis, the 2 most frequent causes of death. 
Subsequent careful observation for a period of at 
least a year may prevent chorionepithelioma from 
becoming firmly established. 

ALBERT W. Hotman, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Crooke, A. C., and Russell, D. S.: The Pituitary 
Gland in Addison’s Disease. J. Path. & Bac- 
teriol., 1935, 40: 255. 

In the course of an examination of serial sections 
of pituitary glands from unselected autopsies a 
conspicuous paucity of basophile cells was observed 
in sections from a case of Addison’s disease. The 
percentages of different types of cells found by the 
authors in the anterior lobe of the pituitary gland of 
an apparently normal male agreed well with Ras- 
mussen’s results in a large series, viz.: chromophobe 
cells, 59.7 per cent; acidophile cells, 29.3 per cent; 
and basophile cells, 11 per cent. In five cases of 
Addison’s disease these percentages ranged as fol- 
lows: chromophobe cells, from 71.64 to 89.7 per 
cent; acidophile cells, from 8.45 to 27.04 per cent; 
and basophile cells, from 0.05 to 0.54 per cent. In 
these glands a group of transitional abnormal baso- 
philes ranged from 0.89 to 1.78 per cent in four cases, 
but amounted to 8.13 per cent in one case. Baso- 
phile cells were encountered in the posterior lobe of 
the glands from twelve cases of Addison’s disease in 
which they were studied, and in some of the cases 
the invasion was marked. In ten of these twelve 


cases the thymus was abnormally developed. In 


nine of these cases the thyroid gland was studied. 
In two cases the block of thyroid obtained showed 
colloid retention. In the remaining seven cases 
excessive activity was evidenced to a variable degree 
by tubular—often branched tubular—and rounded 
acini that were empty or contained a small amount 
of pale coagulum or desquamated epithelium. Most 
of the areas occupied by the active acini were in- 
filtrated with lymphocytes. In five of these cases 
the thyroid had characteristics typical of Grave’s 
disease. 

The atrophy of the adrenal cortex producing 
Addison’s disease is described. The authors con- 
clude that it is a destructive atrophy which is 
essentially different from the simple atrophy of the 
cortex following destruction of the anterior lobe of 
the pituitary gland, and therefore constitutes evi- 
dence that Addison’s disease is not due primarily 
to pituitary change. 

In nine of their series of twelve cases of Addison’s 
disease injections of a commercial preparation of 
adrenal cortex had been given from a few days to 
nineteen months before death. There was no evi- 
dence that the treatment had produced an increase 
__ number of basophile or basophile transitional 
cells. 

The occurrence of hypertension and hypergly- 
cemia in pituitary basophilism suggests that the 
opposite conditions found in Addison’s disease may 


.radioresistant. 


be due to a reduction of pituitary basophilism such 
as was demonstrated in the reviewed cases. 
PAuL STARR, M.D. 


Woodruff, S. R., and Bumpus, H. C., Jr.: Is Ne- 
phrectomy Always Indicated Following a Diag- 
nosis of Unilateral Renal Tuberculosis? J. 
Am. M. Ass., 1935, 104: 716. 

The authors review some of the literature on the 
healing of renal tuberculosis. They believe that 
in its early stages the condition should be treated 
hygienically, preferably in a sanatorium, and that 
nephrectomy should be performed when there is 
evidence of extension of the disease, when caseo- 
cavernous conditions can be demonstrated, and 
when the renal function has become markedly di- 
minished. AnpREW MCNAatty, M.D. 


Waters, C. A.: Pre-Operative Irradiation of Cortical 
Renal Tumors. Am. J. Roentgenol., 1935, 33: 140. 


Waters reports three cortical renal tumors and 
discusses the reaction of these neoplasms to roentgen 
irradiation. He states that tumors of the hyper- 
nephroma type and embryonal carcinomas are radio- 
sensitive while papillary carcinomas of the renal 
pelvis and malignant papillary cystadenomas are 
Irradiation reduces the size of radio- 
sensitive tumors so they become operable and in- 
duces an alteration in their cellular structure, 
extensive fibrosis, hyalinization, and necrosis. Oper- 
ative removal is imperative and should be carried 
out a few weeks after either the first or second series 
of irradiations, depending on the degree of shrinkage 
of the tumor, because new growth may occur if 
operation is delayed. Pre-operative irradiation does 
not render operation more difficult. Ninety-three 
per cent of tumors of the renal cortex observed by 
Waters have been radiosensitive. 

FRANK M. Cocuems, M.D. 


Pohle, E. A., and Ritchie, G.: Malignant Tumors of 
the Kidney in Children, with a Report of Six 
Cases. Radiology, 1935, 24: 193. 

In reporting six malignant tumors of the kidney 
in children the authors describe the histological 
findings in three and discuss the pathology, .diag- 
nosis, and treatment of such neoplasms. They con- 
clude that the best treatment is irradiation followed 
by surgical removal and postoperative irradiation. 
The best time for operation must be determined for 
each patient. The mass should be so reduced by the 
irradiation that it is barely palpable before its 
removal is attempted. 

The ultimate prognosis is extremely poor, the 
mortality being well above go per cent. 

FRANK M. Cocuems, M.D. 





44 INTERNATIONAL ABSTRACT OF SURGERY 


Franceschi, E.: A Contribution on the Pathology 
and Clinical Aspects of Squamous-Cell Carci- 
noma of the Renal Pelvis (Contributo alla pato- 
logia ed alla clinica del cancro a cellule platte primi- 
tivo della pelvi renale). Arch. ital. di urol., 1935, 12: 
30. 


Squamous-cell carcinoma of the renal pelvis, which 
was first described in detailin 1861 by Rokitanski, is 
not a common neoplasm. The author reports a case 
of such tumor in a woman sixty-five years old. The 
patient presented herself because of painless hema- 
turia. The diagnosis was established by retrograde 
pyelography. The author emphasizes that retro- 
grade pyelography is essential for delineation of the 
tumor mass. This cannot be accomplished by ex- 
cretion urography. The typical filling defect in the 
renal pelvis is evident when the contrast medium is 
introduced into the kidney pelvis from below. In- 
variably the contrast medium flows back into the 
bladder. In the case reported, nephrectomy and 
ureterectomy were done. The patient made an un- 
eventful recovery. When she was re-examined four 
years after the operation there was no evidence of 
recurrence or metastasis, and cystoscopy showed the 
bladder to be normal. Pyelography was refused. 

In cases of the condition under discussion the 
author has observed a partial prolapse of the intra- 
mural portion of the ureter into the bladder, a sign 
not previously reported in the literature. He be- 


lieves that this has a purely mechanical basis. 

He states that in the treatment of squamous-cell 
carcinoma of the renal pelvis simple nephrectomy is 
usually preferable to nephro-ureterectomy. He cites 


especially the good results which have been obtained 
in American clinics with the simpler procedure. 
Wittram C. Beck, M.D. 


Biasini, A.: A Contribution on Femoral Hernias 
of the Ureter (Contributo alle ernie femorali 
dell’uretere). Arch. ital. di urol., 1935, 12: 3. 


The author reports 4 cases of femoral hernia in 
women in which the ureter was contained in the 
hernia. In all of the cases the diagnosis was made at 
operation performed for what was believed to be a 
simple femoral hernia. The ureter was easily recog- 
nized because of its gray color and the fine tortuous 
vessels on the serosal surface. It was found on the 
mesio-inferior segment of the sac, emerging from 
below the lacunar ligament. After reposition, retro- 
grade ureterography showed the lower third of the 
ureter to be tortuous as might be expected. 

Most patients with femoral hernia of the ureter 
are tall and thin and have very weak and lax 
abdominal muscles. Their general habitus is that 
usually associated with general enteroptosis (Glen- 
ard’s disease). All of the author’s patients and most 
of those whose cases have been reported by others 
were multiparous women. It is possible that multi- 
parity is a factor of etiological importance since, 
during pregnancy, all of the abdominal tissues are 
relaxed and the ureter is elongated. Under such con- 
ditions a change in the intra-abdominal pressure may 


more easily depress the ureter into the sac of the 
femoral hernia. 

It is difficult to differentiate a hernia of the ureter 
from prolapse of the round ligament of the uterus or 
from blood vessels by clinical examination. There 
are seldom any signs suggesting the presence of the 
ureter in the hernial sac. Only rarely is there a com- 
plaint of difficulty in micturition. Occasionally, 
however, the patient admits nocturia. On physical 
examination there are no pathognomonic or even 
suggestive signs. The condition is therefore an ac- 
cidental finding at operation. 

While hernia of the ureter is usually considered 
rare, the author’s 4 cases were found in a series of 
only 100 cases of femoral hernia. 

WitttaM C. Beck, M.D. 


Dellepiane, G.: Lesions of the Ureter Produced in 
the Course of Operations and Their Treatment 
(Lesioni ureterali nel corso di interventi operativi 
e loro trattamento). Ginecologia, 1935, 1: 5. 


After discussing the various methods of dealing 
with a ureter cut accidentally during a gynecological 
operation, Dellepiane reports briefly three cases of 
such injury. In none of them was a conservative 
procedure possible. In two, exclusion of renal func- 
tion by ligation of the ureter resulted in clinical cure. 
In the third case, in which the ureter was cut in a 
Wertheim hysterectomy for carcinoma of the cervix, 
a secondary ureterovaginal fistula developed. Fol- 
lowing the formation of the fistula the kidney was 
treated by roentgen irradiation. Dellepiane dis- 
cusses the risks of this procedure. The chief risks 
are infection, hydronephrosis, and subnormal func- 
tion of the other kidney. However, Dellepiane be- 
lieves that for suppressing the function of a kidney 
after injury of its ureter roentgen therapy of the 
kidney given as soon after the operation as possible 
is a valuable adjunct to ligation of the ureter. 

Following a brief review of the literature on the 
effects of the roentgen rays on the kidney, he reports 
experiments on six dogs in which he treated the ex- 
posed kidneys with from 34 of an erythema dose to 
6 erythema doses of roentgen irradiation, using a 
Coolidge tube, 14 mm. of zinc plus 3 mm. of alu- 
minum, 2 ma.,and 180 kv., thenstudied the function 
of the kidneys by ureteral catheterization, and, after 
an interval, examined the kidneys histologically. 
He found that exclusion of the kidney required at 
least 4 erythema doses, an amount which cannot be 
given clinically without causing great injury. 

He reports a case of ureteral fistula in which the 
administration to the accurately localized kidney of 
95 per cent of an erythema dose through three 
fields resulted in a decrease in the secretion of urine. 
Since it has been shown clinically that it is possible 
to give only from go to 100 per cent of an erythema 
dose to a kidney and about 4 erythema doses are 
necessary to exclude the kidney, Dellepiane believes 
that after cutting of the ureter roentgen therapy is 
of value because it hastens the process of renal ex- 
clusion initiated by the ligation of the ureter. He 
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presents photographs of rabbits’ kidneys, one of 
which had been subjected to 2 erythema doses of 
roentgen irradiation and the other of which was un- 
treated after ligation of the ureter. The unirradiated 
kidney showed the more marked hydronephrosis. 

In conclusion Dellepiane says that, when possible, 
the injured ureter should be repaired by a conserva- 
tive method. The procedure of choice is uretero- 
cystoneostomy. When conservative treatment is 
impossible and it is necessary to suppress the func- 
tion of the kidney, ligation of the proximal end of the 
cut ureter may be done instead of nephrectomy if 
there is no infection and the function of the other 
kidney is good. This will result in atrophy of the 
renal parenchyma. When the formation of a ure- 
teral fistula seems probable the kidney should be 
treated with from go to 100 per cent of an erythema 
dose of roentgen irradiation as soon after the opera- 
tion as possible to hasten the suppression of kidney 
function. EuGENE T. Leppy, M.D. 


BLADDER, URETHRA, AND PENIS 


Franceschi, E.: Experimentally Produced Hernias 
of the Mucosa of the Urinary Bladder (Ernie 
sperimentali della mucosa della vescica urinaria). 
Clin. chir., 1935, 11: 3. 

The experiments reported were performed on ma- 
ture dogs and rabbits. Some of the animals were 
pregnant. The bladder was exposed by a midline 
incision and if it was not full of urine it was dilated 
artificially. Portions of the musculature and the 
overlying peritoneum were then excised. In all cases 
sufficient musculature was removed to produce a 
herniation of the bladder mucosa. In only one in- 
stance was the bladder reperitonealized. 

Following a brief postoperative disturbance, 
micturition became normal. The period of observa- 
tion ranged from twelve days to four months. The 
author’s report of the results is supplemented by 
diagrams of the operative removal of the bladder 
mucosa, cystograms made after the animals had been 
killed, and photomicrographs of sections taken at 
the site of operation. 

The findings indicate that in normal animals the 
creation of a weakened area in a bladder wall is not 
sufficient to produce a diverticulum. In none of the 
animals studied was any marked change demon- 
strated in the outline of the bladder roentgeno- 
logically. Franceschi concludes that neither the 
normal intravesical pressure nor the usual functional 
stresses undergone by the bladder are sufficient to 
initiate or continue the formation of a diverticulum, 
no matter where the bladder wall is weakened. In 
the experiments reported the repair of the injured 
area in the bladder wall began early in one or more 
planes by the proliferation of tiny areas of muscle in 
the region from which the muscularis has been 
stripped. The growth of these muscle fibers was 
facilitated by a very vascular newly formed con- 
nective tissue from the bladder wall. The mucosa 
is rarely the site of degenerative or infiltrative 


processes, rarely becomes infected, and rarely per- 
forates. 

The peritoneal layer was repaired rapidly and 
soon resumed its normal appearance. Dense ad- 
hesions were seldom found. As a rule only filiform 
adhesions were produced by the newly developed 
serosa. These were probably explained by the me- 
chanical action due to the motility of the bladder. 
In the areas where the muscle had been stripped off 
there developed a muscular or musculofibrous zone 
which at times produced a slight distortion in the 
cystogram but never interfered with the normal 
elasticity or distensibility of the bladder. As there 
was no well-marked interruption of continuity in 
the elastic fibers in the submucous coat, it did not 
seem likely that the presence or absence of elastic 
fibers in the submucous layer played an active part 
in the train of events immediately following the 
operation. After the bladder with herniated mucosa 
was replaced in the abdomen the hernia became, and 
remained, reduced. No evidence of extroflexion was 
found either immediately after the operation or 
later. This observation is explained by the fact that 
the intra-abdominal pressure tends to remain at a 
constant level; the fact that distention of the bladder 
is regulated by a neuromuscular mechanism; and 
the fact that when distention of the bladder exceeds 
a certain point it produces the stimulus to micturi- 
tion which spares the injured portion of the bladder 
wall. EuGEeNneE T. Leppy, M.D. 


Dean, A. L., Jr.: Epithelioma of the Penis. J. 
Urol., 1935, 33: 252. 

The author reports a clinical study of 120 cases of 
epithelioma of the penis treated at the Memorial 
Hospital, New York. He states that cancer of the 
penis is not unusual in men under forty years of age. 
Nationality, occupation, or previous constitutional 
diseases (except syphilis) have no influence upon its 
occurrence. Unmarried men acquire the disease at 
an earlier average age than married men, and 
syphilitics seem to develop penile cancer earlier than 
non-syphilitics. Syphilis probably increases sus- 
ceptibility to the exciting causes of the condition. 
Trauma is of no etiological importance. An un- 
usually high percentage of men with penile cancer 
have difficulty in exposing the glans penis, usually 
because of a long, tight prepuce, but the concealed 
penis may also be a factor. Cancer of the penis is 
caused by the mechanical and chemical irritation 
of secretions retained beneath the prepuce. Jews do 
not have cancer of the penis because they are sub- 
jected to ritualistic circumcision in early infancy. 
This practice affords complete protection against the 
development of penile cancer. When performed after 
adult age has been reached circumcision is of much 
less value as a prophylactic measure. 

The flat and papillary types of penile cancer grow 
at the same rate, but the flat tumors metastasize 
earlier. At the time of the initial symptom cancer of 
the penis may appear in quite different stages of 
development because of differences in the degree of 
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phimosis present. Sixty-two per cent of the patients 
studied by the author first noticed a small but 
definite cancer. The average length of time that 
elapses after the appearance of the first symptom 
before the patient seeks treatment is about a year. 
In many cases additional time is lost by inappropri- 
ate treatment. 

The diagnosis should always be made by biopsy. 
Biopsy properly performed is harmless. Like 
epitheliomas elsewhere, cancers of the penis metas- 
tasize by embolism. Metastasis usually occurs 
earliest in the inguinal nodes and usually after the 
primary tumor has been present for a number of 
months. At the time of the first examination, 
inguinal adenopathy is present in about 76 per cent 
of the cases. About half of the enlarged nodes are 
cancerous and half are inflammatory. An error of 
about 14 per cent is unavoidable when the presence 
or absence of inguinal metastases is diagnosed by 
physical examination alone. Aspiration biopsy is 
accurate and should be the method chosen to de- 
termine the character of enlarged inguinal nodes. 

Superficial penile cancers not exceeding 2 cm. in 
diameter are regularly controlled by the use of radon 
plaques. About ro per cent of all cancers of the penis 
are of this type. Penile cancers larger than 2 cm. in 
diameter and those penetrating the epidermis re- 
quire amputation 1.5 cm. proximal to any visible or 
palpable evidence of the disease. If no metastases 
are present, more than 65 per cent of the cases should 
be controlled. This operation efficiently removes all 
of the tumor and often preserves both the urinary 
and sexual functions of the penis. Dissection of the 
inguinal metastases should be delayed until several 
weeks after removal of the primary tumor in order to 
permit subsidence of infection within the nodes. 
Routine radical amputation of the penis and bi- 
lateral groin dissection with or without emasculation 
is irrational. External irradiation by means of a 
radium pack or the 200-kv. roentgen-ray unit is of 
little value in the treatment of metastases from 
penile cancers. The use of the 700-kv. unit or other 
more powerful sources of irradiation with the divided 
dose technique may prove effective. 

Louis NEuwELT, M.D. 


GENITAL ORGANS 


Thompson, G. J., and Cook, E. N.: Chronic Prosta- 
titis and Prostatic Calculus: Treatment by 
Incision with the Electrocautery. J. Am. M. 
ASS., 1935, 104: 805. 

Chronic prostatitis often persists because of in- 
fected pockets or diverticula that drain only through 
a small prostatic duct. Treatment by ordinary 
methods such as massage, irrigation, the injection 
of antiseptic substances, or diathermy results in only 
temporary relief of the symptoms. 

Surgical treatment of these regions by the trans- 
urethral route will insure adequate drainage and 
subsequent improvement in a large percentage of 
cases. ‘The prostatic cavities must be widely ex- 


cavated in the form of a saucer and, if necessary, 
tissue should be excised to provide free flushing at 
the time of urination. Unless this is done, the 
infection will persist. 

Calculi embedded in the prostatic tissue, which 
occur either primarily or secondarily to prostatic 
infection, can be removed by transurethral operation. 


Graves, R. C., and Militzer, R. E.: Carcinoma of 
the Prostate with Metastases. J. Urol., 1935, 
33: 235. 

The clinical histories and autopsy records of 
eighty-one cases of cancer of the prostate with metas- 
tases were studied. The patients ranged in age from 
forty-one to seventy-seven years, but half of them 
were between sixty-five and seventy-four years. 
Fifty-six had received some form of treatment be- 
fore their admission to the hospital. Included in the 
previous therapeutic measures were such operations 
as suprapubic cystotomy and_ prostatectomy, 
perineal prostatectomy, radical perineal extirpation 
of the prostate and adjacent structures, transure- 
thral resection, colostomy, and resection of the pre- 
sacral nerve. 

There was no correlation between the physical 
state of the patient and the local extent of the dis- 
ease. Metastatic retroperitoneal lymph-node in- 
volvement was never palpable through the abdomi- 
nal wall, nor was any inguinal adenopathy demon- 
strated at autopsy or biopsy although palpable nodes 
were found often. Supraclavicular adenopathy be- 
lieved to be clinically malignant was found in three 
cases. The relative hypotension often seen may be a 
manifestation of the weakened state accompanying 
malignant disease. In four of the cases reviewed 
peripheral edema was caused by pressure on ab- 
dominal vessels. 

The disease process was confined to the pro- 
static capsule in only two cases. In twenty-five 
cases it had progressed moderately beyond the 
gland limits into the vesicular area, while in forty- 
seven there was advanced local disease. It seems 
that the small prostatic tumor often disseminates 
widely, while the large prostatic masses show a defi- 
nitely less marked tendency to produce widespread 
metastases. In half of the cases reviewed the amount 
of residual urine was relatively small. Rectal symp- 
toms had no relationship to the disease process 
except in five cases in which a posterior extension of 
the carcinoma resulted in rectal obstruction. There 
was no relationship between the blood picture and 
the extent and distribution of the metastases. The 
incidence of obstructive changes in the upper urinary 
tract as evidenced by intravenous pyelography may 
be attributed to early roentgenographic studies in 
the course of the disease and poor renal function. 

In all but six of the cases metastases to bone were 
found either on roentgenographic examination or at 
autopsy. The pelvis and sacrum showed involvement 
in 85 per cent of the cases and the lumbar spine in 
59 per cent. Next most frequently involved were 
the femur, dorsal spine, ribs, and shoulder girdle, in 
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the order named. Pathological fractures were found 
in the femur, clavicle, pubis, and lumbar vertebre. 
None of the patients was bedridden solely because 
of bone lesions. 

Treatment of the local disease was limited to 
palliative measures. The plan of therapy in car- 
cinoma of the prostate with metastases cannot be 
standardized. Transurethral resection sometimes 
renders more extensive surgery unnecessary. High- 
voltage X-rays and radium were the most effective 
agents for the relief of pain due to metastases. 

Postmortem examinations in 74 per cent of the 
cases showed metastases other than in bone most 
often in the lymph nodes, lungs, and liver. Pyelone- 
phritis was the direct cause or the most important 
contributing cause of death in 41 per cent of the 
cases. Clinically, advanced renal infection may exist 
without significant pain and tenderness in the 
kidney region. Extensive pyelonephritis may occur 
without marked elevation of the blood nitrogen. The 
phenolsulphonphthalein test of renal function often 
affords a more accurate picture of the degree of kid- 
ney damage than chemical studies of the blood. 

Louis NEuwELT, M.D. 


Moore, C. R.: Testicular Biology, Scrotal Function, 
and the Male Sex Hormone. New England J. 
Med., 1935, 212: 422. 


The author discusses some of the phases of 
spermatogenic activity and hormone secretion and 
function. 

In animals made cryptorchid surgically, the 
germinal epithelium became completely disorganized 
in one week and the testicle free of germ cells in three 
weeks. Complete recovery resulted in from two to 
three months. When animals were made crytorchid 
shortly after birth and the testicles were returned to 
the scrotum after five months, spermatogenic func- 
tion was recovered in from seventy to ninety days. 
The scrotal replacement five months after birth 
corresponded to scrotal replacement in a human male 
between twenty and twenty-five years old. The 
degenerative changes were due to the increased 
temperature to which the testicle was exposed. The 
scrotal sac is an effective thermal regulator. 

Contrary to former belief, vasectomy does not 
lead to the loss of all spermatogenetic function. 
Hypertrophy of the interstitial cells does not neces- 
sarily follow, and even if it does occur, we cannot 
take it for granted that increased hormone secretion 
will result. Moreover, it is not established that 
excessive amounts of hormone lead to rejuvenation. 

Testicular grafts can be implanted in many places, 
but spermatogenesis occurs only in grafts placed in 
the scrotum. Of over 100 transplantations in young 
rats the author obtained a successful incorporation 
in about 50 per cent. Autolyzing transplants pro- 
duce no hormone. 

Recovering the secretion or secretions of the testis 
has been facilitated by suitable methods of identify- 
ing them. The chief tests of identification are the 
castrated cock’s comb regeneration test, the sper- 


matozoan motility test, and the electrical ejaculation 
test. The source of the hormone is chiefly the 
testis of the bull, goat, ram, and pig and the urine of 
human males exclusive of boys under ten years of 
age. In man and the rat, the hormone secretion is 
continuous after it once begins. In certain other 
vertebrates it is seasonal. The hormone is not 
stored in the body, but is secreted in the urine. 

It has been definitely established that the hy- 
pophysis is the major factor in the regulation of 
testicular activity, both that of spermatogenesis and 
that of hormone secretion. Absence of the hy- 
pophysis leads to inability of the gonads to produce 
hormone or sperms. Introduction of hypophyseal 
material increases hormone secretion, but does not 
greatly stimulate spermatogenetic function. The 
amount of hypophyseal secretion in the blood is in- 
sufficient to stimulate the testis to full activity. Ex- 
cessive amounts of gonadal hormone are injurious to 
spermatogenic function. 

The gonadal hormone has a triple function as 
it controls the accessory sexual organs, the sex drive, 
and certain characters in breeding. 

In conclusion the author states that these facts 
necessitate a change in certain theories with regard 
to vasectomy, gland transplantation, and the 
effects of castration. ANDREW MCNALLY, M.D. 


Baccarini, L.: A Contribution to the Study of 
Chronic So-Called Aspecific Orchitis and Epi- 
didymitis (Contributo allo studio delle orchi-epi- 
didimiti croniche cosidette aspecifiche). Arch. ital. 
di chir., 1935, 39: 170. 

The author discusses the salient features of the 
relatively recently recognized orchitis and epi- 
didymitis due to organisms other than those of tu- 
berculosis, syphilis, and gonorrhea, and of bacterio- 
logically negative cases of orchitis and epididymitis 
with fibrosis. 

He then reports in detail a case of chronic epi- 
didymo-orchitis. While the condition in this case may 
have been related to an attack of typhoid fever oc- 
curring twenty years previously, Baccarini believes 
it more probable that the swelling in the scrotum 
was due to infection by the diplococcus mucosus 
secondary to urethritis. It is well known that the 
diplococcus mucosus may be present in the urethra 
under normal conditions. A. Louis Rost, M.D 


MISCELLANEOUS 


Scheele, K.: Traumatic Injuries of the Kidney, 
Ureter, and Bladder (Unfall—Niere, Harnleiter, 
Blase). Zentralbl. f. Chir., 1934, p. 1883. 

In this article, which is an address delivered at a 
meeting of the Accident and Insurance Medical As- 
sociation in Berlin, Scheele presents a comprehensive 
review of, and the more recent opinions concerning, 
the results of accidental injuries and occupational 
diseases of the urinary organs. 

He emphasizes the principles to be followed in de- 
termining whether a causal connection may be as- 
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sumed between changes in the urinary organs and 
an accident, with consideration of the intensity of 
the force exerted, the immediate local and general 
symptoms, and the interruption of work caused by 
the injury. He states that an effusion of blood into 
the kidney does not necessarily communicate with 
an evacuatory route. Even in severe injuries, days 
may pass before it becomes evident as hematuria. 
On the other hand, injuries giving rise to apparently 
serious hematuria may be followed by prompt and 
uninterrupted recovery. The author emphasizes the 
necessity for roentgen examination and functional 
tests of the urinary organs after injuries. 

The appearance of albumin, leucocytes, and eryth- 
rocytes in the urine should by no means be con- 
sidered and treated as a non-specific phenomenon. 
The urine will show their presence until the renal 
parenchyma destroyed by the injury is replaced by 
scar tissue. In injuries to the kidney immediate 
surgical intervention is indicated only by serious 
internal hemorrhage or the suspicion of associated 
injury to other organs. If operation is deemed neces- 
sary, every effort should be made to preserve the 
kidney even though nephrectomy would perhaps 
give simpler wound conditions. From ten to twenty 
days after nephrectomy it may be assumed that the 
remaining healthy kidney has adjusted itself to take 
over the added work. However, the body may re- 
quire from one to two years to become accustomed 
to the new conditions. 

The post-traumatic formation of stone in the kid- 
neys, which is very rare, may be brought about by 
two groups of conditions: the development of cen- 
ters of stone formation and changes in the urine. 
The centers of the stone formation are foreign bodies 
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with a surface that is foreign to urine which disturb 
the colloidal equilibrium of the urine in the kidney 
and renal pelvis. To these nuclei the stone-forming 
materials become attached. Scheele discusses the 
possible changes in the condition of the urine which 
result from various influences. He deals individually 
with a number of injuries in which the requirements 
for metatraumatic stone formation may be met. 
Of special interest is his discussion of conditions 
leading to the formation of kidney stones following 
injuries to the spine and spinal cord. 

While Scheele rejects the theory that a wandering 
kidney may be produced by a single trauma, he 
states that such an injury can easily cause an exist- 
ing wandering kidney to begin causing symptoms. 
The conditions are similar to those of renal tumor, 
particularly hypernephroma. Of course, hemor- 
rhages are never absolute proof of the occurrence 
of trauma. 

In discussing the sequele of injuries to the ureter 
Scheele calls attention to the difficulties in the diag- 
nosis and the relationships between the direct con- 
sequences of the injury and atony of the ureter. He 
discusses in detail traumatic injuries of the bladder 
which are possible under certain conditions, but are 
due much more frequently to general or local dis- 
eases. He reports his not inconsiderable experience 
with bladder tumors in workers in the aniline dye 
industry and with hematuria in acute aniline poison- 
ing. He states that during observation for a period of 
several years he has never seen the development of a 
tumor in cases of the latter condition. He reports 
also his observations with regard to disturbances of 
bladder function and their relation to injury. 

(JANSEN). FLORENCE ANNAN CARPENTER. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Anseroff, N. J.: The Arteries of the Long Bones of 
Man (Die Arterien der langen Knochen des Men- 
schen). Ztschr. f. Anat., 1934, 103: 793. 


The author reports studies of the relation of the 
arteries to the long bones in man, which is of par- 
ticular importance in the localization of surgical 
tuberculosis and acute osteomyelitis, and reviews in 
detail our present knowledge of the subject. His 
investigations were carried out on many bone prepa- 
rations representing all ages from the fifth month of 
intra-uterine life to adult age and prepared by vari- 
ous methods. Besides roentgen examination after 
injection, the clearing method of Spalteholz was 
used after previous decalcification. Macroscopic 
studies were made of the macerated bones obtained 
from the cadavers of 131 children and 150 adults. 

The author states that the arteries of the dia- 
physis are the most important for the nutrition and 
the growth of the bone. These arteries are most 
numerous up to the age of two years. They then 
diminish in number and increase in caliber. The 
maximum caliber is reached at the fourth year of 
age. It is noteworthy that the foramina nutritia are 
narrower externally than at the entrance into the 
marrow cavity. 

In the stage of most active growth the vascular 
tree shows a brushlike branching. Later, when 
growth is limited to the epiphyses, it assumes a re- 
ticular appearance. As a result of growth, the 
arteries of the bone change their direction. While 
they are originally perpendicular to the long axis of 
the bone, they later enter at an acute angle. Cor- 
responding to the various periods of growth, namely, 
in the first and second growth periods, there are 
changes in caliber and branching. 

The arteries of the compact bone in the diaphysis 
are in direct communication with those of the mar- 
row cavity. They are very numerous in youth on 
the surfaces, but retrogress later except in the 
apophysis and the tuberosities. In youth, the ar- 
teries of the spongiosa of the diaphysis are arranged 
in brush formation. In the process of growth they 
are transformed into a reticulum. The arteries of 
the epiphysis enter the epiphysis gradually with the 
formation of cartilaginous canals. Except in the 
upper part of the femoral epiphysis, they are no- 
where in communication with the metaphyseal 
arteries. At the upper end of the femur there is the 
fossa inter-trochanterica. Toward the end of the 
period of growth, at about the nineteenth year, the 
communicating branches between the epiphyseal 
and metaphyseal arteries appear through the epi- 
physis. These branches gradually increase up to the 


end of the period of growth and the epiphysis finally 
disappears. (Max Buppe). Jacos E. Kern, M.D. 


Hunter, D., and Wiles, P.: Dyschondroplasia 
(Ollier’s Disease). Brit. J. Surg., 1935, 22: 507. 


Dyschondroplasia is a disease of the growing 
ends of the bones in which ossification of the cartilage 
fails to take place, with the result that areas of carti- 
lage remain in the ends of the diaphysis. It is usually 
unilateral, but many bilateral cases have been re- 
ported. 

The authors report a case of dyschondroplasia in 
a boy seven years old who began to limp at the age of 
eighteen months. On examination, the right leg was 
found to be 2 in. shorter than the left. Most of the 
difference was in the femur. The right femur showed 
a slight- outward bow, and there was limitation of 
abduction at the right hip. Roentgenograms of the 
right side disclosed lesions in the humerus, radius, 
metacarpals, hand phalanges, pelvis, femur, tibia, 
fibula, metatarsals, and phalanges of the foot. The 
most pronounced changes were in the lower end of 
the femur and upper end of the tibia. The normal 
pattern of the spongy bone had been replaced by 
dense longitudinal bony trabeculae with small, pale, 
mottled areas and scattered, dense, punctate spots. 
The pale areas varied in width from 0.1 to 0.5 cm. 
Chemical study of the blood showed the serum cal- 
cium to be 10.5 mgm. per 100 c.cm.; the plasma 
phosphorus, 3.6 mgm. per 100 c.cm.; and the plasma 
phosphatase, 0.335 mgm. The biopsy report on bone 
removed from the lower end of the tibia was as 
follows: ‘‘The corticalis contains a large, irregular 
piece of hyalin cartilage. It does not have the ap- 
pearance of normal epiphyseal cartilage. There is 
calcification on part of its periphery where the cells 
are hypertrophied. In other parts the cartilage 
passes directly into a zone of fibrous tissue. This 
inclusion of atypical epiphyseal cartilage remnants 
in the cortex is characteristic of congenital dyschon- 
droplasia. There is no evidence of rickets or mala- 
cia. 
The authors state that in every case of an unusual 
lesion in the end of a long bone a roentgen ex- 
amination of the entire skeleton should be made for 
dyschondroplasia. The more rapidly growing end of 
the bone is most affected. The center of the shaft 
usually remains normal. In the upper end of the 
femur the lesion begins in the lesser trochanter and 
spreads across to the greater trochanter. In the 
ilium only the periphery is affected. Here the striped 
appearance of ossification is most noticeable. In the 
hand and foot bones the areas of abnormal cartilage 
in the cortex cannot be distinguished from simple 
enchondromata which occur independently of dys- 
chondroplasia. The striped appearance of the bone 


structure may be replaced by speckling, as the pa- 
tient grows older, but the bone probably never be- 
comes quite normal. 

The positive diagnosis of dyschondroplasia is 
based on the following facts: 

1. The onset occurs in early childhood. 

2. Roentgenograms show changes limited to the 
ends of long bones. The rarefied areas present a 
striped appearance which in later years becomes 
speckled. 

3. The rarefied areas, if examined histologically, 
are found to contain cartilage. 

There are several other diseases from which the 
disease must be differentiated. Diaphyseal aclasia 
or multiple exostosis has a strong hereditary feature, 
tends to involve the entire shaft, and causes broaden- 
ing of the epiphyses, but does not change the homo- 
geneous structure of the bone. Multiple enchon- 
dromatosis occurs usually in the hand and foot 
bones. Generalized osteitis fibrosa may produce 
pale cyst-like areas in any part of the skeleton with 
expansion of the cortex. It is more than a bone dis- 
ease as the calcium in the blood serum and urine is 
high and the plasma phosphorus is low. It is to be 
regarded as due to hyperparathyroidism. Focal 
osteitis fibrosa may affect several bones in a hap- 
hazard manner, but the chemical character of the 
blood is normal. 

Deformities, such as bowing of the bones, often 
appear after the age of five or six years. Most of the 
cases reported are those of children, but a few cases 
of the condition in adults are recorded. A patient 
who died of sarcoma at the age of thirty-five had had 
several fractures. Another patient died at the age 
of forty-nine years with a sarcoma of the thigh, and 
another of anemia at the age of four and a half. 
Aside from the incidence of sarcoma, the prognosis 
does not seem to be unfavorable. Deformities may 
be corrected by osteotomies without fear of non- 
union. WILLIAM ARTHUR CLARK, M.D. 


Brailsford, J. F.: Osteochondritis. Brit. J. Radiol., 
1935, 8: 87. 


In the past thirty years a rarefied condition of 
bone near joints with more or less deformity has 


been described by many clinicians. The condition 
has been designated by several terms, depending on 
the point of its localization. Formerly, all of these 
rarefactions were considered due to tuberculosis. It 
is now generally believed that they are due to osteo- 
chondritis. 

The osteochondritis has been ascribed to con- 
genital and developmental abnormalities, dystro- 
phies, endocrine disturbance, faulty metabolism, in- 
fection, aseptic necrosis due to embolism, vasomotor 
disturbance, and trauma. 

The author is of the opinion that trauma is the 
primary cause, and that the deformity is the result 
rather than the cause of the rarefaction, whereas 
Jansen and Calot believe that the deformity is the 
cause of the structural changes and suggest that 
there is some congenital defect, perhaps a slight sub- 
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luxation. Hypothyroidism may result in delay and 
irregularity in ossification of the epiphysis. Under 
such conditions weight-bearing may deform the 
epiphysis so that osteochondritis is suggested 
Rickets and scurvy may produce bone changes, but 
the changes due to these conditions do not localize 
in the same manner as osteochondritis. Moreover, 
a history of rickets is given in only about 30 per cent 
of cases of osteochondritis. Some surgeons have 
reported finding streptococci in curettage of the 
femorai head affected by osteochondritis. Such a 
finding is very rare and may be due to secondary 
infection in an area of low resistance. Sepsis ma, 
produce a roentgen picture indistinguishable from 
that of osteochondritis at a certain stage, but the 
clinical history and subsequent roentgen examina 
tion will differentiate the two conditions. 

Separation of a bone from its blood supply is 
frequently observed, but the behavior of the de 
tached bone does not coincide with that of the bone 
in osteochondritis. Therefore the theory of em 
bolism may be ruled out. 

According to Leriche and Policard, hyperemia re 
sults in rarefaction, and anemia, in increased density. 
However, osteochondritis cannot be explained on 
this basis. According to this theory, Koehler’s dis- 
ease of the tarsal scaphoid would be the result of a 
hyperemia of all of the bones of the foot except the 
diseased scaphoid which is much more dense than 
the surrounding bones. The author believes that the 
hypertrophy of the femoral neck ascribed by Legg 
to hyperemia is due to compression by weight-bear- 
ing rather than to changes in blood supply. 

In support of the theory that osteochondritis is 
due primarily to trauma is the fact that the bones 
most often affected—the head of the femur, the head 
of the second metatarsal, the semilunar bone, and 
the vertebre—are subject to the stress of weight- 
bearing or other functional strains and the fact a 
history of trauma is obtained in about half of the 
cases. In some instances the trauma has been severe 
enough to justify roentgen-ray examination. The 
findings were negative, but osteochondritis devel- 
oped later. It is suggested that the injury caused 
damage to the blood supply or nerves. 

The early symptoms of Legg-Perthes disease, or 
osteochondritis of the hip, are limping and a tend- 
ency toward adduction. In a few cases there is pain 
which is sometimes referred to the knee. Motion is 
usually free except for limitation of abduction and 
rotation. The roentgen findings are sometimes more 
pronounced than is expected from the clinical symp- 
toms. The earliest lesion observed is an increase in 
the density of the femoral capital epiphysis. Osteo- 
porosis of the adjacent diaphysis occurs later and is 
followed by fragmentation of the head. Compression 
and flattening of the head and expansion of the end 
of the diaphysis occur next. After about eighteen 
months there are signs of regeneration in the epiph- 
ysis, of the absorption of dense fragments, and of 
obliteration of the osteoporosis in the upper end of 
the diaphysis. After about four years the cancellous 
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structure of the bone will be normal, but the de- 
formity in outline will remain. The epiphyseal 
growth cartilage does not disappear. 

Most authorities agree that the treatment of 
osteochondritis of the hip should include immobiliza- 
tion. However, a few hold that it is unnecessary. 
The author is of the opinion that immobilization 
should be continued as long as the roentgenogram 
shows the bone to be plastic, that is, incapable of 
standing normal pressure without being deformed. 
Its continuation may be necessary for as long as four 
years. No treatment yet known will check or hasten 
the course of the disease. 

Osteochondritis of the second metatarsal is more 
common in females than in males. Sometimes there 
is a history of injury to the foot. The head of the 
metatarsal is tender and painful and shows flatten- 
ing in the roentgenogram. Adults may have this 
affection. Flat-foot is present in most cases. The 
treatment should be rest with the foot in a cast. 
When walking is begun again the shoe should have 
a metatarsal bar. 

Osteochondritis of the tarsal scaphoid (Koehler’s 
disease) occurs in children from two and a half to 
ten years of age. However, fully 60 per cent of 
children with the condition are between five and six 
years old. Swelling and tenderness are present over 
the bone and there is pain on weight bearing. As 
the scaphoid is the last bone in the foot to ossify, it is 
more susceptible to trauma than the other bones. 
The symptoms of osteochondritis of the tarsal 
scaphoid may be present for three years. The treat- 
ment indicated for the condition is immobilization 
in a cast with the foot in slight supination and pro- 
tection from weight-bearing until the roentgeno- 
gram shows the bone structure to be normal. The 
condition may occur in adults. The author reports 
five such cases and attributes the condition to 
trauma. 

In the wrist, Kienboeck’s disease of the semilunar 
bone and Preiser’s disease of the scaphoid bone are 
usually the result of injury. The patient appears to 
recover from the trauma, but pain and disability 
develop later. The semilunar bone is involved much 
more frequently in men than in women. The wrist 
should be immobilized in hyperextension until the 
roentgenogram shows regeneration of the bone. 

Osteochondritis dissecans occurs usually in the 
knee joint in persons between sixteenth and twenty- 
fifth years of age. It causes the separation of smail 
pieces of cartilage and superficial bone with the 
formation of loose bodies. Removal of the loose 
bodies by operation is usually necessary to relieve 
the symptoms. 

Osgood-Schlatter’s disease of the tibial tubercle 
occurs usually between the thirteenth and fifteenth 
years of age and almost always in boys. Sudden, 
violent contracture of the quadriceps muscle may 
tear the tubercle from its bed. In chronic cases there 
is tenderness over the tubercle on pressure and on 
extreme flexion of the knee. In this location the 
clinical symptoms are more definite than the roent- 


gen findings. The knee is best treated by immobiliza- 
tion for from six to eight weeks. 

Kuemmel’s disease of the vertebral bodies is 
usually related to trauma. The roentgenogram taken 
immediately after the injury will be negative, but 
the roentgenogram taken after two or three months 
will show an osteoporosis and more or less com- 
pression of one or more of the vertebral bodies. The 
symptoms will suggest tuberculosis, but this disease 
can be ruled out by the roentgen findings. The pa- 
tient should be kept recumbent on a hyperextension 
frame for from three to six months. 

WILLIAM ARTHUR CLARK, M.D. 


Putti, V., and Casuccio, C.: Joint Thermometry 
(Saggi di termometria articolare). Chir. di organi di 
movimento, 1934, 19: 417. 

By “‘joint thermometry” the authors mean the 
measurement of the temperature of the skin over a 
joint. Bier called attention to the fact that there is 
a rise of temperature in the skin over a deep inflam- 
mation and reported that whenever much bleeding 
occurred from an abdominal incision he always found 
a focus of deep inflammation beneath the hyperemic 
skin area. 

The authors point out the difficulties in making 
accurate determinations of the temperature of the 
skin over joints and describes a method for determin- 
ing the temperature of the entire joint surface at 
once. They present the results of the use of this 
method in a large number of joint diseases. 

They found that in all acute diseases of the joints, 
tuberculosis, tumor, and juxta-articular osteo- 
myelitis there was a rise of temperature which dif- 
fered in degree depending on the nature of the dis- 
ease and its localization. In non-tuberculous arthri- 
tis, such as infectious, syphilitic, and rheumatic 
arthritis, the rise of temperature was less than in the 
tuberculous forms. The average rise was 0.96 degree, 
but most of the cases of arthritis were in the sub- 
acute stage. Acute cases rarely come to the Putti 
Clinic. In post-traumatic arthritis the rise averaged 
2.02 degrees, but the temperature varied greatly in 
the different phases of the disease. In osteomyelitis 
the average rise was 0.7 degree and extended a con- 
siderable distance from the focus of inflammation. 
Of three bone cysts, one showed a rise of 1 degree, 
one a rise of 0.7 degree, and one no rise. In a case 
of tumor, the first determination showed a rise of 
0.53 degree and a determination made eight months 
later after the tumor had undergone malignant de- 
generation, a rise of 1.2 degrees. In tuberculosis, the 
average rise in the cases of patients under eighteen 
years of age was 1.90 degrees, and in the cases of 
patients over that age 1.50 degrees. In individual 
cases there were rises of 3 or 4 degrees. 

The authors state that the determination of the 
local temperature of a joint is of great value both in 
diagnosis and prognosis. A local temperature curve 
should be made as well as a general temperature 
curve. The local rise of temperature persists long 
after the general fever has fallen. 
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In a number of the cases studied by the authors 
the deep temperature of the joints was measured 
with Zondek’s deep thermometer. This temper- 
ature was found to be several degrees higher than the 
surface temperature. Auprey Goss Morcan, M.D. 


Kapo, P. J.: An Evaluation of the Roentgen Find- 
ings in Gonorrheal Arthritis. .1m./. Roeutgenol., 
1935, 33: 359- 

To determine whether there are any roentgen 
signs characteristic of gonorrheal arthritis the 
author made a careful study of twenty-seven cases 
in which that condition was apparently present and 
compared the findings with those in arthritic con- 
ditions due to causes other than gonococcal infection. 
A brief discussion of the etiology, clinical features, 
and pathology of gonorrheal arthritis precedes the 
consideration of the roentgenographic evidence. 

The diagnosis of gonorrheal arthritis from the 
roentgenogram without the aid of clinical and patho- 
logical data is usually difficult. The extent of the 
joint involvement may be demonstrated, but the 
changes may resemble thgse due to other conditions. 
The author cites observations made by numerous 
other investigators, some of whom deny that defi- 
nite characteristic features are presented by gonor- 
rheal arthritis and others of whom believe that cer- 
tain findings such as osteoporosis are significant. 

The twenty-seven cases of presumed gonorrheal 
arthritis studied by Kapo are reported in detail with 
regard to the patients’ age, color, and sex, the clinical 
evidences of gonorrhea, the site and duration of the 
arthritis, and the roentgen findings, and are com- 
pared with six of non-gonorrheal arthritis. The case 
histories are supplemented with numerous roent- 
genograms. 

The roentgen findings in the cases of presumed 
gonorrheal arthritis varied from simple swelling of 
the soft parts to diffuse bony ankylosis and presented 
no features essentially specific. However, the author 
concludes that the discovery of honeycombed osteo- 
porosis, spotty ground-glass atrophy, or calcaneal 
exostoses should create a strong suspicion of gono- 
coccal disease. In the presence of such findings the 
suspicion of gonococcal infection should be con- 
firmed clinically before a final diagnosis is made. In 
all cases of arthritis developing between the ages of 
fifteen and thirty years a careful search for present 
or past neisserian infection should be made. 

In conclusion Kapo says that while there are no 
specific roentgen signs pathognomonic of gonorrheal 
arthritis, the roentgenogram may render valuable 
aid in the clinical diagnosis of that condition. 

Apotex Hartune, M.D. 


Lenti, P.: Chronic Syphilitic Arthritis 
croniche luetiche). 
1934, 19: 465. 

Four cases of chronic syphilitic arthritis are re- 
ported with roentgenograms and photomicrographs. 
The first case was that of a child five years of age 
who presented a series of congenital syphilitic bone 
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and joint lesions. The diaphyses of the tibia pre- 
sented ivory-like hyperostoses while the epiphyses 
and heads of the femora presented osteochondrosi: 
showing alternating dense and clear areas in thi 
roentgenogram. There were changes in the epi 
physeal lines of ossifications of the tibix correspond 
ing to the second and third degrees of Wegner’s 
classification. ‘The tibia were curved to an extent 
which interfered seriously with walking. Although 
specific treatment had been begun at the age of 
eighteen months, it had not checked the develop 
ment of the bone lesions. The curvature of the 
tibiz was corrected by surgical operation, but there 
is still a marked varus of the femora. The lesions in 
this case were chiefly osteochondritic, whereas in the 
three other cases they were chiefly synovial. 

The second case was one of acquired syphilis in a 
man thirty-nine vears of age. The patient had 
acquired syphilis at the age of twenty years and had 
been given specific treatment with bismuth and 
neosalvarsan. Hydrops of the knee joints developed 
at the age of twenty-nine. Numerous punctures 
were made and sodium salicylate was injected into 
the joints without effect. The wearing of a plaster 
cast for six months had had only a slight effect. 
When the patient was admitted to the author’s 
clinic the joints were enormously swollen and their 
movements very much limited. The Wassermann re- 
action was positive in the blood and in the joint fluid 
removed by puncture. Intense antisyphilitic treat- 
ment resulted in some improvement, but six months 
later the patient returned on account of aggravation 
of the condition. When the joint capsule was opened 
the synovia was found extremely vascular, velvety, 
and the color of red wine. The joint surfaces were 
apparently intact. The patient refused synovectomy. 
His condition is now stationary and he returns for 
evacuation of the fluid every two or three months. 


‘The Wassermann has become negative in the blood, 


but is still positive in the joint fluid. Mobility is 
relatively good though flexion is limited to a right 
angle. 

The third case was one of chronic syphilitic ar- 
thritis in a boy fifteen years old, a manifestation of 
late congenital syphilis. The patient had suffered a 
slight trauma which caused swelling of the knee 
joint. Intensive specific treatment was followed by 
considerable functional improvement but not an 
anatomical cure. 

The fourth case was that of a boy twelve years of 
age who had had early syphilis that resisted specific 
treatment. Effusion into the joints began at the age 
of two years. First the fingers were affected, then 
the wrists, and finally the knee joints. When the pa- 
tient was first seen by the author the knee joints 
were enormously swollen and fluctuating. Synovec- 
tomy was performed, and after two months practi- 
cally normal function was restored. As histological 
examination showed that only the synovial mem- 
brane was affected and the joint cartilage was 
normal, the author believes the cure may be per- 
manent. 
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Differential diagnosis is almost impossible in 
chronic syphilitic arthritis. Gonorrheal arthritis can 
be excluded quite easily, but it is very difficult to 
exclude tuberculosis and practically impossible to 
exclude chronic articular rheumatism. Even the 
therapeutic test is not absolute as specific treatment 
often gives good results in non-syphilitic cases and 
the salicylates often fail even in rheumatic cases. 
Long and patient observation and close co-operation 
between the physician, surgeon, and pathologist are 
essential. Rarely, typical gummas are found, and in 
some cases miliary gummas. 

AupREY Goss MorGan, M.D. 


Hultén, O.: The Development and Treatment of 
Malacia of the Lunate Bone—Kienboeck’s Dis- 
ease (Ueber die Entstehung und Behandlung der 
Lunatummalazie—Morbus Kienboeck). Acta chi- 
rurg. Scand., 1935, 76: 121. 


The author regards so-called malacia of the lunate 
bone as a primary fracture although its occurrence 
and further development have a special character 
because of the special anatomical conditions of the 
lunate bone. 

As most of the lunate bone is covered with carti- 
lage and only a small part with periosteum, sensitiv- 
ity of the bone to pain is very slight. It is especially 
slight in the proximal part where the earliest changes 
of Kienboeck’s disease are found. Therefore the pain 
of a compression fracture may be so slight that the 
patient will not remember the trauma. As the result 
of continued demands made upon the wrist and the 
poor regenerative power of the lunate bone, there 
occurs a slowly progressing degenerative process 
which becomes noticed only gradually. 

Of importance in the occurrence of a fracture is the 
fact that the proximal articular surface of the lunate 
bone articulates with two bones, the radius and the 
ulna, which are covered with cartilage of different 
consistency. Wrists in which the ulna is shorter than 
the radius are predisposed to malacia of the lunate 
bone. 

In early cases of Kienboeck’s disease with slight 
changes it may be sufficient to treat the wrist with 
rest. Under such treatment the process may become 
healed although the deformity of the bone persists. 
The period of fixation must be a long one. The 
author recommends immobilization for at least four 
months. In old cases with severe changes and con- 
tinuous pain, the lunate bone must be extirpated. 

The problem of compensation is unfavorable for 
the patient because, the pain and functional disturb- 
ances immediately after the injury having been in- 
significant, he is usually unable to remember the 
accident. 


Calchi Novati, G., and Cossali, C.: A Characteristic 
Change in the Fingers of Milkers (Di una 
caratteristica alterazione delle dita delle mani nei 
mungitori). Radiol. med., 1935, 22: 27. 


_ The authors describe a form of occupational de- 
formity of the fingers noted in twelve professional 


a 


milkers. This deformity is usually localized to the 
distal interphalangeal articulation of the index and 
middle fingers. Sometimes the thumb is involved. 
Changes in the little finger are rare. 

During the early stage there may be no objective 
signs of the changes or a slight enlargement of the 
distal articulation of the second or third finger o1 
both. The enlargement is seen especially on the dor- 
sal and ulnar sides of the articulation. The affected 
portion is deviated slightly down and inward. 
Roentgen examination discloses a swelling of the 
soft parts of the affected regions which is most 
marked on the ulnar side. During the transition 
from the first to the second stage the joint space be- 
comes decreased, the joint surface becomes enlarged, 
and the roentgenogram shows osteophyte formation 
which is most marked in the lateral parts of the 
articular capsule. The condition resembles a chronic 
deforming arthrosis. 

In the second stage all of the signs become more 
marked and the deformity is clearly evident. The 
joint is considerably enlarged, the deformed phalanx 
is bent toward the palm and radially, there is no 
active or passive movement toward extension, and 
flexion is limited. 

It is noteworthy ‘that the lesion develops very 
slowly. In two of the authors’ patients who had 
worked as milkers for thirty-five and twenty-six years 
respectively and who showed no evidence of thumb 
involvement the lesion resembled a chronic deforming 
arthrosis with subluxation and osteophyte forma- 
tion. These changes are not associated with pain in 
either the early or advanced stages. In this form of 
arthrosis the changes occur first in the soft parts and 
later in the bone, whereas in true arthritis and 
arthrosis pain is always present, the joint surfaces 
are involved first, and the more superficial tissues be- 
come involved later. 

In the authors’ cases examination of the rest of 
the skeleton failed to disclose any other lesions or 
any infective diathesis. The only apparent cause of 
the condition was the occupational trauma. 

CLARA RAVEN. 


Buckley, C. W.: Fibrositis, Lumbago, and Sciatica. 
Practitioier, 1935, 134: 120. 

Fibrositis, as defined by Gowers, is an inflamma- 
tion of the superficial fascia, fascial planes, aponeu- 
roses, tendons, and ligaments, tendon sheaths, 
bursa, and nerve sheaths. It may be produced by 
acute or chronic trauma, toxins of metabolic or 
bacterial origin, or bacterial infection. While in a 
large proportion of cases lumbago and sciatica are 
due to fibrositis, they are dealt with separately in 
this article on account of the importance of other 
causes. 

The first symptoms of fibrositis are pain and stiff- 
ness. Later, small, palpable, tender nodules of in- 
duration may be found. In the subcutaneous forms 
the skin is adherent and cannot be picked up in a 
fold. The pain is produced by tension within the 
tightly bound tissues. Another cause of symptoms 
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is the pressure of swollen fibrous tissue around nerve 
trunks and nerve roots. Intermuscular forms of 
fibrositis are common following exercise by the sub- 
ject when not in condition and are more persistent 
in older than in younger persons. For involvement 
of the arm, which is commonly called “‘neuritis,”’ the 
term “‘brachialgia’”’ would be better. The increase in 
the symptoms during work with the arm extended is 
explained by pressure on the brachial plexus due to 
compression by the contracted shoulder and neck 
muscles. Fibrositis of the pectoral and chest muscles 
may suggest angina pectoris and pleurisy. respec- 
tively. In the palm of the hand fibrositis results in 
Dupuytren’s contracture. In the sole of the foot its 
symptoms are those of arch strain. 

The treatment should consist in the removal of 
foci of infection and regulation of the diet to facili- 
tate digestion and elimination. Colonic lavage may 
be necessary if constipation is severe. The diet 
should be low in carbohydrates and yield an abun- 
dance of fluids. For the subcutaneous form of 
fibrositis, baths with common soda or Epsom salts 
are beneficial. Massage should be very light. Com- 
plete or partial immobilization may be required 
when a shoulder or other deep joint is involved. If 
there is fever, rest in bed will insure a more rapid 
recovery. In the intercostal type of fibrositis, ad- 
hesive strapping with the use of belladonna, winter- 
green, or menthol will decrease the discomfort. In 
acute cases heat may be applied in various ways 
such as by hot baths, poultices, paraffin baths, dry 
baking, infrared irradiation, and diathermy. Free 
perspiration and reddening of the skin should be ob- 
tained. In chronic forms, the application of heat 
should be only preliminary to massage and cata- 
phoresis. Massage should be applied chiefly over 
the muscles. It should be avoided over joints and 
used with care over nerve trunks. In the author’s 
opinion, vaccines are of no value, but the protein 
shock from injections of sterile milk is sometimes 
beneficial. The use of sulphur for rheumatism has 
been popular for generations. Sulphur may be given 
combined with milk in the form of “‘pyrolactin.”’ It 
is possible that the value of onions and garlic is due 
to their sulphur content. 

Lumbago is usually more than a simple fibrositis. 
It may be associated with abnormality of the verte- 
bre or joints, visceral disorders, postural defects, 
tuberculosis, arthritis, or a localization of toxins 
from a septic tooth, the tonsils, or the gall bladder. 
Trauma may also be an important factor. The 
strain of a chronic flat-foot may be transmitted to 
the lumbar muscles. A good way to differentiate 
between sacro-iliac strain and lumbago is to compare 
the amount of flexion of the spine in the standing and 
sitting positions. In the former condition the degree 
of flexion is greater in the sitting position because of 
the release of the hamstrings whereas in the latter 
condition there is no difference or the flexion may be 
greater in the standing position. With the patient 
lying on his back, flexion of the hip with the knee 
straight will be painful and probably will stop at 


about 140 degrees if the sacro-iliac joints are in- 
volved. This is due to spasm of the hamstrings. Uni- 
lateral pain in the lower back is diagnostic of a 
sacro-iliac lesion. If the pain is felt in the mid-thigh, 
the symptoms are probably due to neuritis of the 
sciatic trunk. Ankylosing spondylitis and osteo- 
arthritis are readily diagnosed by roentgen examina- 
tion. Leriche has demonstrated that the articular 
ligaments are richly supplied with sensory nerves, 
which explains why the subjective symptoms are 
often much more marked than the objective findings. 

The treatment of lumbago in the acute stage re- 
quires absolute rest. All the procedures described for 
deep fibrositis are efficacious. Correction of postural 
defects and injurious habits of occupation is essen- 
tial. 

Sciatica in its chronic form is due in most cases to 
some disorder in the lumbosacral region. As a rule 
the symptoms are in an area corresponding to the 
distribution of the fifth lumbar nerve. One branch 
of this nerve passes through the smallest of the bony 
foramena to unite with the great sciatic trunk. 
Slight congestion around this foramen will cause 
pressure on the nerve root. Sacro-iliac strain almost 
always gives rise to sciatic pain, probably because 
the fibrositis set up around the joint extends to the 
nerve trunk which passes over it. In true neuritis 
there is tenderness on pressure over the nerve trunk 
and the Achilles jerk is lost. Fibrositis of the gluteal 
muscles wili cause a secondary sciatica. 

In the treatment of sciatica, rest and analgesic 
drugs are most important. If nerve pressure due to 
displacement is suspected, manipulation may be 
effective after the congestion has been reduced by 
heat and massage. In some cases the injection of 
novocain in normal salt solution is indicated. From 
20 to 100 c.cm. should be injected into the nerve 
sheath at the gluteal fold. In obstinate cases it may 
be necessary to resort to surgery such as fusion 
of the sacro-iliac joint or stripping of the posterior 
sacro-iliac ligaments and gluteal attachments from 
the bone. Wiiiram ARTHUR CLARK, M.D. 


Miller, L. F., and Miller, L. J.: Pellegrini-Stieda 
Disease. Am. J. Roentgenol., 1935, 33: 383. 


In cases of Pellegrini-Stieda disease there is a 
typical history of trauma to the knee joint of a type 
which tends to cause internal derangement of the 
joint. The pain is slight but disabling. There is no 
history of locking or limitation of motion, but the 
patient experiences difficulty in going upstairs. 
Examination reveals an area of tenderness over the 
internal condyle of the femur. The range of motion 
may be limited because of pain. Swelling may or 
may not be present, but in most cases palpation 
discloses a firm mass over the internal condyle, 
which is not attached to the skin. This mass appears 
from one to two months after the injury and can be 
seen on roentgen examination. 

In 1905, Pellegrini published a complete report on 
paracondyloid ossification following an injury to the 
knee joint. He believed that two factors play a réle 
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in its production, one, a periosteal proliferation 
directly connected with the medial femoral condyle, 
and the other an osseous metaplasia of the ligaments. 
In 1908, Stieda reported on the pathogenesis of this 
lesion. He concluded that it is always associated 
with a fracture of the medial epicondyle of the femur 
and tearing of the muscle attachments. In 1913, 
Ewald advanced the theory that an extravasation 
of blood and synovial fluid occurs into the internal 
lateral ligament and ultimately leads to calcifica- 
tion. In 1923, Schueller and Weil claimed that the 
contusion produces a metaplasia of the connective 
tissue. In 10933, Freund published an excellent 
pathological description in which he stated that 
there were three different types of bone growth: (1) 
a primitive infiltrative bone growth on the basis of 
connective tissue; (2) bone formation which is 
similar to callus formation; and (3) an endochondral 
formation of bone. 

There seems to be general agreement that this 
mass is of traumatic origin. A so-called strain or 
tear of the internal lateral ligament may be the 
primary factor. It is generally accepted that, under 
certain stimuli, connective tissue may assume em- 
bryonal appearances and form bone by metaplasia. 
According to the roentgenograms, the mass is par- 
osteal and produced by a metaplasia of the internal 
lateral ligament of the knee joint. The condition 
may be related to myositis ossificans. Kulowski has 
shown such a relationship to be highly probable. 

The authors believe that the occurrence of a frac- 
ture is not essential for the production of ossifica- 
tion of the internal lateral ligament. In support of 
this opinion they cite two cases. 

Norman C. Buttock, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Tomének, F.: The Recognition and Treatment of 
Bone Sarcoma (Erkennung und Behandlung des 
Knochensarkoms). Rozhl. Chir. a Gynaek. C. chir., 
1934, 13: 134. 

To clarify the problem of primary bone tumors 
American surgeons have classified such tumors as 
follows: (1) periosteal fibrosarcomas, (2) benign and 
malignant osteogenic tumors, (3) benign giant-cell 
tumors, (4) benign and malignant angiomas, (5) 
Ewing’s sarcomas, and (6) myelomas. The giant- 
cell tumor is separated from the sarcoma group, just 
as Ewing’s tumor was separated from the osteogenic 
sarcomas, because it differs in its clinical aspects 
and its response to therapy. 

Osteogenic sarcomas are the bone sarcomas which 
arise from bene cells. Connective, cartilaginous, 
osteoid, or bone tissue may be formed. The forma- 
tion of bone is a higher property of the tumor cells. 
These osteosarcomas are the most common. They 
constitute 50 per cent of all bone tumors and 8o per 
cent of malignant bone tumors. In 72 per cent of 
the cases they occur in the lower extremities, almost 
always in the metaphysis. In 52 per cent they occur 
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in the femur and in 20 per cent in the tibia. They 
are never found in the distal third of the tibia or 
radius. They occur in the humerus in only 9g per cent 
of cases, usually near the attachment of the deltoid. 
They always give rise to metastases in the lungs. 
They never grow through the articular cartilage; 
hence movement of the joint remains good. Osteo- 
sarcomas may be osteoblastic and osteolytic. 

On the basis of their histogenesis Geschickter 
divides osteosarcomas into two groups: (1) car- 
tilaginous sarcomas, and (2) fibro-osseous sarcomas. 
Phemister’s chondrosarcomas and chondromyxo- 
sarcomas arise from the precartilaginous connective 
tissue and are primary and secondary. The primary 
are of the periosteal type and very malignant. They 
appear between the fourteenth and twenty-fifth 
years of age and cause death within fourteen months. 
The secondary chondromyxosarcomas occur after 
the thirtieth year of age in persons with some kind 
of benign bone disease (exostosis, chondroma) which 
has undergone malignant degeneration. The sub- 
jective symptoms require from five to twenty-five 
years to develop. The tumor grows slowly and be- 
comes large. It metastasizes slowly, hut recurs im- 
mediately when removed incompletely. The car- 
tilaginous tumor of the small bones of the hand and 
foot (with the exception of the os calcis) are benign, 
but chondromas of the long bones, the spine, and the 
pelvis are always malignant sarcomas when the 
symptoms increase. Chondroblastic sarcomas arise 
from the cells of the epiphyseal cartilage. They are 
rare and very malignant. They occur usually be- 
tween the fourteenth and nineteenth years of age in 
the distal end of the femur and the proximal end 
of the tibia and humerus. Fibro-osseous osteosar- 
comas are central and periosteal. Those of the cen- 
tral type arise usually in the spongiosa of the long 
bones and are osteolytic. As a rule they occur in 
the distal end of the femur and the proximal end of 
the tibia between the tenth and twentieth years 
of age. The temperature is elevated and there is 
a leucocytosis. Sclerotic periosteal sarcomas arise 
from the osteogenic layers of the periosteum and are 
osteolytic. They occur between the tenth and 
twenty-fifth years of age. Eighty per cent involve 
the distal end of the femur and the proximal end 
of the tibia. Pathological fractures are rare. The 
roentgen picture is typical. 

Sarcomatous degeneration in Paget’s disease 
occurs between the sixty-fifth and seventieth years 
of age. Osteitis fibrosa and bone tuberculosis also 
may undergo sarcomatous degeneration after 
roentgen therapy. 

The sarcomas which arise in the neighborhood of 
bone produce symptoms similar to those of osteo- 
genic sarcomas. They develop from the external 
layers of the periosteum, the fascia, nerves, and ves- 
sels. When the tumor grows into the bone, it ap- 
pears on clinical and roentgenological examination 
to have had its origin in the bone. Periosteal fibro- 
sarcoma arises from non-specific tissue and is not 
able to form bone. It remains long unencapsulated. 
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In enlarging, it displaces the neighboring soft tissues. 
Unlike the osteosarcoma, it does not grow into the 
musculature. Its usual sites are the proximal end 
of the tibia and the distal end of the femur. It grows 
very slowly over a period of three or four years. It 
is not distributed evenly around the bone, but grows 
as a mass on one side. In the treatment of osteo- 
sarcoma amputation and disarticulation are to be 
considered. Only in cases of secondary chondro- 
myxosarcomas is radical resection and radium or 
roentgen treatment possible. In case of recurrence, 
amputation is necessary. Cure of osteosarcoma by 
irradiation is very rare. It has been known to occur 
only in children and in these cases the diagnosis has 
not always been certain. Amputation is necessary 
immediately. Therefore it is improper to waste 
time on prophylactic irradiations. Some parts of 
the osteosarcoma may respond to irradiation, but 
as the composition of the tumor is not uniform, 
healing of the entire tumor cannot be expected. Be- 
cause of the radiosensitivity of some portions, pro- 
phylactic irradiation after amputation is generally 
believed to be necessary. Amputation must be per- 
formed also for fibrosarcomas of the soft parts. Cure 
has never been obtained without it. Neurosarcomas 
are very malignant. In cases of periosteal fibrosar- 
coma, thorough excision and irradiation may be 
tried. If recurrence appears, amputation should be 
done at once. 

Ewing’s sarcoma, in contrast to osteosarcoma, 
occurs in the smaller bones of the extremities and 
skull and in the diaphysis of the long bones. As a 
rule it appears at multiple sites. It occurs most fre- 
quently in children between five and fifteen years 
old. In the beginning, the pain is intermittent, but 
later becomes constant. The first attack of pain is 
accompanied by fever. Seventy-five per cent of 
the cases of Ewing’s sarcoma are those of males. 
The tumor is radiosensitive and is the only one of 
the bone sarcomas for which operation can be re- 
placed by irradiation. Amputation is not to be con- 
sidered since it cannot prevent the appearance of 
the disease at other sites. 

The giant-cell tumor forms stroma and giant cells 
with granules regularly distributed in the center. 
The designation ‘‘tumor’’ is justified only in the 
clinical sense. From the pathologico-anatomical 
standpoint it is not a true blastoma. It arises in the 
epiphysis of the long bones and is only half the thick- 
ness of the osteosarcoma. It occurs more often in 
women than in men and is most frequent between 
the sixteenth and twenty-fifth years of age. It oc- 
curs in the lower extremities twice as often as in the 
upper. In the upper extremities the bone most 
often involved is the radius. The tumor usually 
occurs in the distal half of the radius. The femur is 
involved in 57 per cent of the cases. The giant-cell 
tumor grows very slowly and never grows into 
muscle. It usually causes pathological fractures. 
Although it is highly radiosensitive, the author rec- 
ommends operative therapy. As recurrences are fre- 
quent, postoperative prophylactic irradiation is 

















































advisable. In view of the uncertainty of the histo- 
logical diagnosis, operative treatment is to be pre- 
ferred to irradiation except in cases in which the 
entire tumor cannot be separated. The possibility 
of sarcomatous degeneration must be borne in mind. 

Osteitis fibrosa is a benign process of regenerative 
and resorptive character in which the spongiosa is 
transformed into connective tissue. The bone be- 
comes thin and resorbed, and is replaced by porous 
bone which is often devoid of calcium. The disease 
develops very slowly, and pain is slight or absent 
As in Paget’s disease, sarcomatous degeneration is 
not rare. The treatment is surgical (excochleation). 

Bone cysts represent attempts at healing in disease 
processes of unknown cause. 

Myeloma attacks regularly the middle of the long 
bones and the smaller bones. The destruction is 
very rapid. The tumor is most frequent in men be- 
tween the ages of forty and sixty years. Its onset is 
accompanied by pain and fever. The spleen is en- 
larged, and the bones soon fracture. The treatment 
is irradiation. Biopsy and pathologico-anatomical 
diagnosis is very difficult in bone sarcomas, if only 
for the reason that the findings may be quite differ 
ent even in two parts of the tumor close together. 
Hence excision from a number of areas and par- 
ticularly from the center of the tumor is necessary. 
Excision from the surface of a sarcoma leads to the 
diagnosis of giant-cell tumor or osteitis fibrosa. The 
finding of osteitis fibrosa in one area is not sufficient 
for the diagnosis. The histological picture must 
agree with the roentgen and clinical findings. 
Biopsy is not without danger in osteo-sarcomas. 

Prophylactic irradiation of osteosarcomas only 
postpones amputation. Osteosarcoma cannot be 
cured by irradiation because only some portions of it 
are radiosensitive. When, after the irradiation, the 
non-specific, and, for the most part, giant-cell in- 
filtrate disappears and the circumference of the 
tumor and the symptoms decrease there is danger 
that false hopes on the part of the patient and his 
family may lead to postponement of the operation, 
the only means by which life can be saved. On the 
other hand, irradiation is indicated for Ewing’s sar- 
coma and the giant-cell tumor and is justified for 
inoperable sarcomas. Roentgenological diagnosis is 
very important and should be made by a roent- 
genologist. The findings in a biopsy specimen are 
not absolutely reliable, as they are, for instance, in 
the epithelial tumors. The history and the clinical 
and roentgenological findings are more important 
than the histological findings. 

(ViptiéKA). FLORENCE ANNAN CARPENTER. 


Diaz, G.: Resection Arthrodesis as a Method of 
Treating Tuberculous Coxitis in the Adult (Dic 
Resektionsarthrodese als Behandlungsmethode der 
tuberkuloesen Coxitis bein Erwachsenen). Zéschr. f. 
orthop. Chir., 1934, 62: 252. 


Since, as a rule, tuberculosis has its origin in child- 
hood, the adult has usually developed good powers 
of resistance to it which prevent dissemination of 
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the condition. However, we have as yet no certain 
method of recognizing inadequate defense due to 
allergic regression, which renders a case of tubercu- 
lous coxitis unsuitable for surgical treatment, or of 
distinguishing chronic cases in the stage of clinical 
latency, which are favorable for operation. 

As a rapid and effective treatment of coxitis in the 
stage of evolution, operation is often preferable for 
social and economic reasons to the tedious and ex- 
pensive conservative method oi treatment. Since 
ankylosing operations, which may suffice in child- 
hood to supplement conservative therapy, do not 
assure complete anatomical healing, they can be re- 
garded only as auxiliary operations, and radical 
removal of the focus must take their place. 

Loose joint formation is most effectively corrected 
by resection combined with arthrodesis. Of great 
importance in this procedure are decapitation and 
extensive resection of the neck which alone permit 
thorough removal of the acetabular focus and ex- 
cision of the posterior capsulosynovial membrane. 
For the arthrodesis the author performs an ilio- 
femoroplasty (deflection of a pedunculated bone flap 
from the sacral hollow of the pelvis) by Wilson’s 
method, which is made much easier by approxi- 
mating the trochanter major to the sacral hollow of 
the pelvis after the described resection has been 
carried out. Of five patients thus treated, ankylosis 
was complete in three after a year. In the cases of 
the two others the operation was performed too 
recently for the result to be known. In three cases 
primary healing occurred, and in two cases a fistula 
formed. In one of the latter the fistula persisted for 
three months. In the other it is not yet quite healed 
at the end of four months. Arthrodesis resection is 
indicated also in cases ‘with fistula in which second- 
ary infection has not occurred. 

When operation is necessary in the early stages of 
tuberculous coxitis, the simple para-articular ar- 
throdesis, such as that performed on children should 
be done, but the surgeon must be certain that there 
is no tuberculous focus in the operative field. 

(STEVERS). FLORENCE ANNAN CARPENTER. 


FRACTURES AND DISLOCATIONS 


Léwine, M. M.: On the Question of the Reaction of 
Bony Tissue to the Introduction of Steel, One 
of the Causes of Complications of Osteosyn- 
thesis (Sur la question de la réaction des tissus 
osseux 4 l’introduction de l’acier, une des causes 
des complications de l’ostéosynthése). Lyon chir., 
1935, 32: II. 


The fixation of bone fragments by metal plates, 
proposed by Lane, Lambotte, and Tuffier toward 
the end of the nineteenth century, is becoming more 
widely accepted in spite of the early opposition to 
it. The author reviews briefly the opinions expressed 
by various writers on the subject and the results ob- 
tained by the method. In the Traumatic Institute 
at Leningrad there were 7 cases of osteosynthesis in 
the period from 1906 to 1927, 25 cases in the period 
lrom 1917 to 1924, and 129 cases of open operation 
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with bone fixation for ununited fractures, in the 
period from 1925 to December 25, 1931. Of 30 pa- 
tients traced for from one to eight years, the re- 
sults were good in 18, satisfactory in 10, and in- 
sufficient in 2. At the last Congress of Surgeons in the 
Ukraine, which was held in September, 1930, it was 
noted that there was an increasing tendency to use 
this method in the treatment of fractures. It was 
also noted that on the removal of Lane plates after 
such an operation an inflammatory reaction was 
found in the surrounding tissues. It was therefore 
felt important to discover a metal which would pro- 
duce a minimal reaction in the tissue and be satis- 
factory for fixation material. In a review of the 
literature, Léwine found 4 articles on the subject 

1 by Zirold, 1 by Ivato Killomi, and 2 by Vassiliew 
all of which were based on investigations of a large 
number of metals. Because of the wide use of Lane 
plates and the possibility of various tissue reactions 
to different types of steel, Léwine undertook the 
following experiment in an endeavor to discover the 
steel made in U.S.S.R. which could best be utilized 
as fixation material in bone operations. 

Twenty-five dogs were used. Ten were under ob- 
servation for five days and 15 for a month. Nine 
varieties of steels differing not only in chemical com- 
position but also in physical preparation (tempering, 
etc.) and a Lane plate of unknown chemical compo- 
sition were employed. In the right tibia a small 
wire or plate measuring 7 by 3 by 2 mm. was intro- 
duced in a gap made in the cortex communicating 
with the medullary canal. A similar gap was made 
in the left tibia for a control. At the conclusion of 
the experiments the specimens were decalcified, 
mounted and stained with hematoxylin-eosin, and 
subjected to microscopic study. The findings are 
reported in detail. Some of the steels caused con- 
siderable inflammatory reaction and seemed to 
inhibit bone repair, others caused a less marked 
soft-part reaction, and a third group stimulated the 
process of bone repair. The steels used are described 
by number, their composition and preparation not 
being given. From his observations the author 
draws the following conclusions: 

1. Most steels can influence the regenerative 
processes of bone in one way or another. Steels Nos. 
1 and 7 seemed to delay the formation of bone. 
Steels Nos. 4, 8, 9, 5, 3 had no apparent influence on 
the bony repair. Steels Nos. 2 and 6 and the Lane 
plate of unknown composition activated the forma- 
tion of bone around the metal. 

2. Almost all types of steel cause an inflammatory 
reaction characterized by the formation, around the 
metal, of a capsule of cellular tissue containing 
lymphoid elements. Steels Nos. 1 and 7 provoked 


the formation of a capsule with a large number of 
lymphocytes and polymorphonuclear leucocytes. 
Steels Nos. 4, 8, 9, 5, 3 produced a capsule with fewer 
lymphoid cells and predominance of fibroblasts. 
Léwine states that of all the steels investigated, he 
recommends Nos. 2 and 6 for use as plates in osteo 
synthesis. 


BARBARA B. Stimson, M.D. 
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Ottolenghi, C. E., and Lagomarsino, E. H.: Com- 
plete Acromioclavicular Dislocation. An Ap- 
paratus for Its Non-Operative Reduction 
(Luxacién acromioclavicular completa. Dispositivo 
para su reduccién incruenta). Rev. de ortop. y 
traumatol., 1934, 4: 157. 


In the usual variety of acromioclavicular disloca- 
tion the lateral end of the clavicle is displaced up- 
ward or upward and outward. In some cases there is 
a fracture of the articular edges. The most common 
cause of the dislocation is a blow on the shoulder. 
While reduction is easy, retention is difficult be- 
cause the chief element in the dislocation is rupture 
of the conoid and trapezoid ligaments. 

The authors describe and show by illustrations an 
ingenious apparatus devised for the treatment of 
such dislocations. It consists of a well-padded long 
strip of canvas to be placed over the affected shoulder 
with the center at the reduced joint and then in- 
corporated in a plaster cast of the chest which also 
includes the arm on the affected side in an adducted 
position. The article contains roentgenograms made 
in three cases in which this apparatus was used with 
successful results. Wiiuiam R. MEEKER, M.D. 


Inclan, A.: Fractures of Monteggia (Fracturas de 
Monteggia). Cirug. ortop. y traumatol., 1934, 2: 203. 


The fractures of the upper third of the ulna ac- 
companied by dislocation of the head of the radius 
which were described by Monteggia in 1814 present 
a difficult problem. The author discusses the various 
opinions found in the literature concerning their 
pathological anatomy and treatment. He believes 
that, because of the tendency of the ulna to angulate 
and force the head of the radius out of position after 
reduction, the prognosis is more unfavorable the 
longer the time between the injury and the reduc- 
tion. 

Following a brief discussion of the etiology, pa- 
thology, clinical manifestations, and differential 
diagnosis of the fractures, he describes his method 
of closed reduction by means of an apparatus pro- 
ducing traction and countertraction on the extremity 
with the forearm supinated and bent at right angles 
to the arm. If reduction is not obtained or not main- 
tained, open operation with fixation of the fragments 
by kangaroo tendon or Parham bands is necessary. 
Inclan has noted a marked tendency toward angula- 
tion of the ulna and delay of union. He believes that 
the repair of old fractures of Monteggia is very diffi- 
cult. He reports, with roentgenograms, four cases 
of recent fractures and five cases of old fractures. 

BARBARA B. Stimson, M.D. 


Fontaine, R., and Bauer, R.: End-Results of the 
Treatment of Fractures of the Upper Extremity 
of the Radius (Les résultats éloignés du traitement 
des fractures de l’extrémité supérieure du radius). 
J. de chir., 1935, 45: 170. 


When fractures of the upper extremity of the ra- 
dius are unrecognized or incorrectly treated they may 


lead to grave disability of the elbow joint. The 


authors present a comprehensive survey of the liter- 
ature on such fractures, describing in considerable 
detail the various operative and non-operative meth- 
ods of treating them. 

They find that conservative treatment, consisting 
of brief immobilization in a splint or sling followed 
by early active motion, gives the best results in sim- 
ple fissure fractures of the head, comminuted frac- 
tures without displacement, and fractures of the 
neck without displacement, but is completely inade- 
quate in fractures with gross displacement. For the 
latter, operative treatment is generally used, by 
some immediately and by others after attempts at 
reduction. Various approaches are described—ante- 
rior, anteromedial, external, and postero-external. 
Some surgeons are content to remove the fragment 
whereas others systematically remove the radial 
head. Pfab covers the neck stump with fascia lata. 
In cases of complete fracture of the head most sur- 
geons remove the head, but some replace it and 
suture it in place. 

The authors report seven cases in which early open 
operation was done. Four of the patients were fol- 
lowed for some time. A posterior approach was used. 
The detached fragments were removed and, in three 
cases, the head was resected. Movement was begun 
from the fourth to the eighth day after the operation. 
The immediate results were excellent, but in three of 
the four cases followed the end-results were not so 
good. In two of the latter there was limitation of 
pronation and supination, and in one, limitation of 
extension. 

The authors conclude that surgical treatment of 
fractures of the upper extremity of the radius rarely 
results in complete restoration of function. Fre- 
quently, rotation and flexion are somewhat limited. 
However, operative intervention is not to be con- 
demned as the results of non-operative treatment 
are worse. The authors suggest modification of pres- 
ent methods with possibly more frequent replace- 
ment of the fragments when feasible and, if removal 
is necessary, the use of Pfab’s method of covering 
the stump with fascia. Barsara B. Stmson, M.D. 


Piccagli, G.: Early Treatment of Congenital Dis- 
location of the Hip (Contributo alla cura precoce 
della lussazione congenita dell’anca). Chir. d. organi 
di movimento, 1934, 19: 433- 

While formerly it was thought advisable to delay 
the treatment of congenital luxation of the hip until 
the patient was three or four years of age, the author 
believes that today, with better methods of diag- 
nosis available, particularly roentgen examination, 
it is best to begin the treatment in the first few 
months of life when the plastic and regenerative 
powers of the tissues are greatest. 

Formerly, the diagnosis was rarely made before 
the child was able to walk, but now it can be made 
within the first few months of life. The author de- 
scribes the clinical and roentgen signs in detail. Be- 
fore the roentgen era the Paci-Lorenz method of re- 
duction, which is described, was considered the 
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treatment of choice, but today a gradual method of 
abduction without reducing manipulations is used, 
the head of the femur being brought into the ace- 
tabulum gradually and progressively. If this simple 
method of apposing the joint surfaces is employed 
before the eighth month of age it may stimulate the 
plastic forces of the tissues sufficiently to bring 
about a complete cure. It is seldom followed by re- 
currence as there is no trauma from reduction and 
the treatment is given before the development of 
secondary changes. 

The method was introduced by Putti. For a 
period of months the legs are kept spread apart day 
and night by means of a wedge-shaped or triangular 
cushion or splint. Twice a day the cushion or splint 
is removed for the carrying out of gradual passive 
movements of abduction and internal rotation. The 
average time required for the treatment ranges from 
six to eight months. 

Ten cases in which this method was used are re- 
ported with roentgenograms. Eight of the patients 
were girls. The youngest patient was three months 
old and the oldest fifteen months. The maximum 
duration of the treatment was nine months, the 
minimum four months, and the average six months. 
There were no unfavorable side-effects and no fail- 
ures. The patients were examined roentgenologically 
before the treatment, every two months during the 
treatment, and for varying pericds after the treat- 


ment had been completed in order to be sure that 
the dislocation was corrected. 

The author believes that early abduction is a 
great improvement in the non-operative treatment 
of congenital dislocation of the hip. He summarizes 
its advantages as follows: 

1. It acts before the occurrence of secondary 
changes which are the chief cause of failure. 

2. It establishes a stimulus to regeneration of the 
joint heads very early, advantage being taken of the 
maximum plastic and regenerative capacity of the 
tissues. 

3. Anesthesia is unnecessary and the trauma of 
reduction is avoided. 

4. The atrophy and functional changes resulting 
from long immobilization in a plaster cast are 
avoided. 

5. The patient’s family is saved the anxiety of 
the long wait between the diagnosis and the begin- 
ning of treatment. 

In conclusion the author says that an active 
campaign should be begun to make this very simple 
and effective method of treatment known to the 
poorer classes, and when enough material has been 
collected a statistical study should be made of the 
incidence of recurrence after this procedure as com- 
pared with the incidence of recurrence after the use 
of the Paci-Lorenz method. 

AuprREY Goss Morcan, M.D. 
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BLOOD VESSELS 


Fraser, J.: Circulatory Diseases of the Extremities. 
Brit. M. J., 1935, 1: 401. 


The group of conditions collectively described as 
circulatory diseases of the extremities has come 
within the sphere of surgical attention only within 
recent years. As is inevitably the case when new 
fields are entered, a variety of conditions differing 
in their origin and pathology have been treated by 
operations intended to modify the autonomic in- 
nervation. As a result, renewed interest has been 
stimulated in the autonomic nervous system and, 
by detailed, accurate, and convincing experiments, 
clinical physiologists, have placed our knowledge of 
the peripheral circulation upon a sure and a scientific 
basis. 

In a review of the anatomy and physiology of the 
vascular system the author refers to the extremely 
interesting work of Grant and Bland which demon- 
strated that direct anastomoses exist between ar- 
terioles and venules. These channels of anastomosis 
occur principally in the palmar skin of the hands and 
the plantar skin of the feet. Grant fourd that they 
are the sites of an unusually profuse distribution of 
perivascular sympathetic nerve fibers and are pe- 
culiarly responsive to the action of stimuli, dilating 
as a reaction to mechanical stimulation, histamine, 
acetylcholine, and cold and contracting in the 
presence of adrenalin. He believes that they are to 
be regarded as playing an important part in the 
vascular reactions manifested in the skin of the 
hands and feet. 

The process of vasoconstriction is understood to 
be in large measure the response to a stimulus con- 
veyed to the blood vessels along the sympathetic 
nerve fibers. This stimulus may originate in a va- 
riety of ways. 

The influence inducing vasodilatation is not yet 
fully known and has been the subject of considerable 
dispute. There is something to be said in favor of 
the contention that it is due to an inhibition of the 
vasoconstrictor impulse. However, there is evidence 
of a particularly convincing character that it occurs 
in response to a biochemical reaction, a stimulus 
applied to the skin of a degree sufficient to cause the 
release of a biochemical product called ‘‘H-sub- 
stance” which somewhat resembles histamine and 
acetylcholine. 

The author reports experiments carried out to 
explain the reactions which appear in a limb when it 
is subjected to the influence of cold. On the basis 
of his findings he suggests the following simple classi- 
fication of vascular diseases of the extremities: 

1. Capillary diseases: (a) acrocyanosis; (b) ery- 

thromelalgia. 


2. Arterial diseases: (a) spasmodic; (b) inflam- 

matory; (c) degenerative. 

In attempting to explain the changes characteris- 
tic of capillary diseases, Fraser describes the process 
which he believes occurs in acrocyanosis. He states 
that in certain individuals the skin areas of the hands 
and feet are peculiarly sensitive to the effects of 
cold. Because of this sensitivity a stimulus which 
would have little or no effect on an ordinary indi- 
vidual induces an increased reflex and at the same 
time the production of an undue amount of the 
H-substance. The result is a combination of re- 
sponses—a contraction of the arterioles due to an 
increase in their tone and, at the same time, a dilata- 
tion of the capillary field secondary to the effect of 
the H-substance. As a consequence, the skin vessels 
accommodate an increased amount of blood, sluggish 
in its progress and yet capable of accomplishing a 
gaseous exchange so that it parts with its oxygen and 
acquires an increased amount of carbon dioxide. 
These changes probably explain the cold, blue hands. 
Their basis is a skin which is unduly sensitive to the 
influence of cold. In erythromelalgia there is a 
further degree of the same reaction. Besides pro- 
tection of the part from cold the only treatment sug- 
gested by the author is the intravenous injection of 
collosol sulphur in amounts of from 2 to 5 c.cm. 

Raynaud’s disease may be regarded as a typical 
example of the spasmodic type of arterial disease. 
The pathological changes underlying the lesion ap- 
pear to be of the nature of an intense constrictor re- 
sponse in the smaller arteries, principally at the 
point where the arteriole distribution begins. In 
the early blanched phase the degree of spasm is so 
intense that the blood supply of the periphery ap- 
pears to be entirely arrested. The factors responsi- 
ble for the various reactions in this type of vascular 
disease are extremely difficult to determine. An un- 
due degree of vasospasm may be attributed to an 
exaggerated stimulus transmitted by the vasocon- 
strictor fibers of the sympathetics. On the other 
hand, the cause may be a fault in the vessel walls 
such that a stimulus of normal strength induces a 
reaction out of all proportion to the impulse which 
instituted it. Certainly, irritation or injury of the 
skin is a factor in one stage of the disease, but the 
part which it plays is probably secondary to a more 
primary error. The author believes that the ulti- 
mate solution will be found in the combination of 
circumstances—an abnormal degree of tone in the 
smaller arteries and an unduly sensitive condition of 
the skin. According to his experience, sympa- 
thectomy does not result in a permanent cure of the 
disease but renders the attacks less frequent and less 
severe, seems to prevent superficial gangrene, and 
alleviates the pain. 
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SURGERY OF THE 


Thrombo-angiitis obliterans, an example of the 
inflammatory type of arterial disease, has a curiously 
phasic character. While the exact nature of its cause 
has not been discovered, the evidence indicates that 
the changes are produced by a toxin circulating in 
the blood stream and affecting primarily the internal 
coat of the vessel. In the degenerative types repre- 
sented by arteriosclerosis, the tissue change is per- 
manent and irremediable although some measure of 
vasospasm accompanies the early stages of the dis- 
ease. A spasmodic element may be so definite in 
some cases, both of the inflammatory and the de- 
generative types, as to lead to difficulty in the diag- 
nosis. It is obligatory to employ some of the various 
tests to secure vasodilatation before proceeding with 
treatment. 

In the inflammatory and degenerative obliterative 
types the results of treatment have been discourag- 
ing. Sympathectomy has failed to yield the results 
hoped for, but in many instances renders the pa- 
tient more comfortable and probably delays the on- 
set of skin ulceration and gangrene. The results 
claimed for alternate suction and pressure appear 
promising, but the author states that he has had no 
experience,with this type of treatment. 

HERBERT F. Tuurston, M.D. 


Landis, E. M., and Hitzrot, L. H.: The Clinical 
Value of Alternate Suction and Pressure in the 
Treatment of Advanced Peripheral Vascular 
Disease. Am. J. M. Sc., 1935, 189: 305. 


From the standpoint of treatment, cases of periph- 
eral vascular disease may be divided into two groups: 
(1) those in which the symptoms are due to simple 
spasm with slight or no organic vascular obstruction, 
and (2) those in which the symptoms are due pri- 
marily to advanced organic disease of the arteries. 
The symptoms in the first group can usually be alle- 
viated by producing vasodilatation with drugs, 
diathermy, contrast baths, heat applied locally 
with the warm cradle, or sympathetic ganglionec- 
tomy. In cases of the second group the walls of the 
arteries become thickened and are more or less 
rigid. The lumina are not only smaller, but unable 
to dilate even when the vasoconstrictor tone is abol- 
ished. Eventually most patients with advanced 
organic disease of the arteries suffer from trophic 
changes, ulceration, and gangrene which ultimately 
necessitate amputation. Often they present a diffi- 
cult therapeutic problem to both the clinician and 
the surgeon. 

The authors report detailed studies of twenty- 
nine cases of advanced peripheral vascular disease 
of the extremities. The patients had shown little 
progress under the usual conservative treatment, 
including local warm applications, the warm cradle, 
antiseptics, vasodilator drugs, and nerve section. In 
the series of treatments reported the extremities 
were exposed to alternate suction (—80 to —120 
mm. Hg) and pressure (+40 to +80 mm. Hg) for 
twenty-five and five seconds respectively. The 
pressure variations were used in periods of from one 
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to two hours, at first once or twice daily, then three 
times weekly, and finally, when the symptoms di- 
minished, once weekly. 

In summarizing their results the authors state 
that cyanosis usually diminished, but symptomatic 
improvement was sometimes observed without a 
significant change in the color of the skin. The rest 
pain of ischemia was usually abolished during the 
use of the suction and pressure and gradually 
became less severe in the intervals between the ex- 
posures to pressure variations. Lasting relief of the 
pain was not obtained in the presence of deeply ex- 
tending gangrene or large sloughs. Ulcers usually 
began to heal soon after the suction and pressure 
therapy was instituted. Intermittent claudication 
became, in general, milder, and exercise tolerance 
was slightly, but definitely increased. In the cases 
of patients with osteomyelitis, deeply extending 
gangrene, or large sloughs, the suction and pressure 
therapy was of no definite lasting benefit. 

The authors are of the opinion that this form of 
therapy must be applied with caution and with at 
first smallpressure changes. Before its use, the pres- 
ence of acute spreading infection and encapsulated 
pus must be definitely ruled out. 

In conclusion they state that suction and pressure 
therapy, carefully applied, appears to be worthy of a 
clinical trial in the treatment of peripheral vascular 
disease even when organic obstruction has advanced 
to the point where the arterial blood flow can no 
longer be increased by vasodilatation. The method 
may prove beneficial by increasing the local blood 
flow temporarily during attacks of pain or ulcera- 
tion so that time is gained for the development of an 
adequate collateral blood flow. 

HERBERT F. THurston, M.D. 


Allen, E. V., and Camp, J. D.: Arteriography. A 
Roentgenographic Study of the Peripheral Ar- 
teries of the Living Subject Following Their 
Injection with a Radiopaque Substance. /. Am. 
M. Ass., 1935, 104: 618. 


In the last eighteen months Allen and Camp have 
performed arteriography in 100 instances. Some of 
the arteries were normal although arterial disease 
was suspected. Cases of thrombo-angiitis obliterans, 
arteriosclerosis, arteriovenous fistula, popliteal aneu- 
rism, arthritis, scleroderma, Raynaud’s disease, and 
hypertension were studied. The authors conclude 
from their experience in these cases that roentgeno- 
graphic visualization of arteries in the living human 
subject will prove of great value since it is the only 
direct method of acquiring information regarding 
the function of specific arteries. They believe that 
the time is not far distant when it will be possible to 
visualize roentgenographically most of the arteries 
of the living human subject. It is well known that 
accuracy in the diagnosis of diseases and an under- 
standing of the physiology of the digestive, urinary, 
and biliary tracts received great impetus with the 
advent of methods for accurate roentgenographic 
visualization of these tracts. While the authors 
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doubt that arteriography will prove as valuable, they 
believe it opens a field for study which doubtless 
will lead to a marked increase in our knowledge of 
the pathological and physiological processes in ar- 


teries and in the tissues which the arteries supply | 


with blood. They do not regard it of great diagnostic 
value in cases of thrombo-angiitis obliterans, aneu- 
rism, and arteriovenous fistula as careful clinical, 
physiological and pathological studies have proved 
very satisfactory in these conditions. 

The chief value of arteriography lies, not in diag- 
nosis, but in studies of pathogenesis. The procedure 
gives information regarding the minutiz of arterial 
disease which can be secured in no other way. It is 
to be expected that the absence or presence of 
organic arterial change in Raynaud’s disease and the 
part played by disturbances of arterial circulation 
in scleroderma can be determined thereby. In 
thrombo-angiitis obliterans the part played by 
collateral arteries and other adjustments to impaired 
circulation are portrayed in a manner which leaves 
little to be desired. The mode of progression of the 
disease and the compensation for it are clearly out- 
lined. The authors believe that these observations 
hold true also for thrombo-arteriosclerosis obliterans 
although their experience with arteriography in this 
condition has been limited. In addition, arteriog- 
raphy permits accurate determination of the situa- 
tion, extent, and nature of aneurisms, arteriovenous 
fistula, and arterial emboli. Whether or not it will 
add information of value with regard to the patho- 
genesis of arthritis, hypertension, and other condi- 
tions remains to be determined. 


Contiades, X. J., Naulleau, J., and Ungar, G.: The 
Vasomotor Action and Dangers of the Contrast 
Media Used in Arteriography. Experimental 
Research and Clinical Results (Sur l’action vaso- 
motrice et les dangers des produits de contraste 
utilisés en artériographie. Recherches expérimen- 
tales et résultats cliniques). Bull. et mém. Soc. nat. 
de chir., 1935, 61: 187. 


The experimental work reported was done on 
dogs and the clinical results were determined by a 
series of seventy arteriographies. 

Lipiodol, strontium bromide, sodium iodide, 
abrodil, and collothor were abandoned as contrast 
media. The media employed were thorium dioxide 
or thorotrast and three organic iodine compounds— 
uroselectan, perabrodyl, and tenebryl. Determina- 
tions were made of the histological changes taking 
place in the arterial walls after contact with the 
media. The local vasomotor changes and the 
changes in the arterial and venous blood pressure 
are shown by kymograph tracings. 

After summing up the experimental observations 
and comparing them with the clinical findings the 
authors conclude that the organic iodine compounds 
produce a diphasic reaction—vasoconstriction fol- 
lowed by vasodilatation. They believe that it is 
the first phase—vasoconstriction—which is respon- 
sible for the accidents and dangers of arteriography. 


It accounts for the gangrene that is sometimes 
reported to follow arterial injection. On this basis 
they have classed tenebryl as unsuitable for use. 
They believe that none of the contrast media em 
ployed at the present time for arteriography is ideal, 
but that thorotrast has the fewest objectionable 
qualities, particularly as it causes only vasodilatation. 
The chief objection toit is that it remains more or less 
permanently fixed in the reticulo-endothelial cells of 
the liver, spleen, and bone marrow. Another objec- 
tion is its radio-activity. It should not be used in 
young subjects or in individuals with a pathological 
condition of the liver, spleen, or blood. Not more 
than 30 c.cm. should be used and it should not be 
repeated. Mars W. Poote, M.D. 


Bazy, L., Reboul, H., and Racine, M.: Observations 
on the Contrast Media and the Mechanical 
Factors Used in Arteriography (Précisions sur 
les solutions de contraste et les facteurs mécaniques 
utilisés pour l’artériographie). Bull. et mém. Soc. 
nat. de chir., 1935, 61: 108. 


The authors believe that organic iodine compounds 
are preferable to thorotrast because thorotrast be- 
comes fixed in the tissues and is therefore liable to 
produce changes in the cells of the reticulo-endo- 
thelial system, and because it retains its radio-active 
properties for about fifteen years. Inorganic com- 
pounds of iodine, like sodium iodide, are unsuitable 
because of their irritative properties which lead to 
sclerosis of the vessels. 

According to the authors’ experience, organic 
iodine compounds do not produce iodism, sclerosis 
of veins, pyelo-ureteritis, or lesions of the vessel 
walls. The authors prefer using tenebryl because 
it is most opaque to the X-rays in solutions of 
relatively low hypertonicity. 

They believe that, when carried out correctly, 
arteriography is a valuable aid to clinical study. 

Marsa W. Poote, M.D. 


Fiessinger, N., Ravina, A., and Messimy, R.: Re- 
marks on the Arteritis of Subacute Malignant 
Endocarditis (Quelques remarques sur les arterites 
ectasiantes de l’endocardite maligne lente). Presse 
méd., Par., 1935, 43: 321. 


The authors report the case of a man with strepto- 
coccal endocarditis who developed a mycotic aneu- 
rism of the right ulnar artery. When the patient was 
admitted to the hospital in May, 1934, he gave a 
history of heart disease and articular pains of twenty 
years’ duration. A diagnosis of rheumatic heart dis- 
ease was made. Salicylate therapy failed. On June 
22 a positive blood culture was obtained. The or- 
ganism was a long hemolytic streptococcus instead 
of the usual short non-hemolytic streptococcus. On 
June 30 the patient complained of pain in the upper 
anterior part of the right forearm. There then de- 
veloped in that region a swelling which gradually in- 
creased in size. On July 9 an expansile pulsation of 
the tumor was noted. On July 12, 6 c.cm. of 30 per 
cent tenebryl were injected into the brachial artery 
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and a roentgenogram was made. The radial artery, 
but not the ulnar nor the interosseous artery, was 
visualized. When the pulsating mass was explored, 


. serous fluid first emerged, then black blood clots, and 


finally arterial blood. The wall of the cavity con- 
sisted of a friable, greenish membrane, fragments of 
which were easily detached. The cavity was thought 
to be an infectious aneurism of the ulnar or interos- 
seous artery. Packing was necessary to control the 
bleeding, ligation being unsuccessful. The wound 
healed uneventfully. Histological examination of 
the fragments of the wall disclosed an inner lining of 
fibrin and leucocytes in various stages of degenera- 
tion, a middle layer of fibrous lamelle without elastic 
tissue, and an outer muscular layer infiltrated with 
leucocytes, 

In spite of numerous therapeutic measures, which 
included vaccinotherapy, serotherapy, immuno- 
transfusion, and intravenous injections, the patient’s 
condition became progressively worse. On August 
27 aright hemiplegia developed, and three weeks 
later the patient died in coma. Permission for 
autopsy was not obtained. 

In the discussion, two theories of the formation of 
mycotic aneurism are cited. According to one, an 
infected embolus lodges in a vessel and the wall of 
the vessel then becomes invaded by the organisms. 
According to the other, the septicemia results in the 
formation of a localized arterial lesion analogous to 
the lesion of the valves of the heart, which is fol- 
lowed by secondary thrombosis with rupture of the 
wall of the vessel. 

In conclusion the authors discuss the difficulty in 
the differential diagnosis between rheumatic heart 
disease and bacterial endocarditis and the unusual 
organism isolated in the case reported. 

Max M. ZINNINGER, M.D. 


Schwarz, E.: Varicose Veins of the Lower Extrem- 
ity, with Special Consideration of Their De- 
velopment and Treatment (Die Krampfadern 
der unteren Extremitaet mit besonderer Berueck- 
sichtigung ihrer Entstehung und Behandlung). 
Ergebn. d. Chir., 1934, 27: 250. 

The author discusses the normal and pathological 
anatomy of the veins of the extremities with special 
reference to varicose veins. He says that the internal 
venous pressure depends on the hydrostatic and 
hydraulic pressure, the state of the contraction 
tonus, and the elasticity of the vessel walls. The 
veins are supplied by sympathetic nerve fibers which 
send very fine branches into the muscularis of the 
media, but are present also even in vessels without 
muscle. Insufficiency of the vein walls produced by 
stretching may be the cause as well as the result of 
degeneration or atrophy of the wall-musculature. 
The phlebosclerosis of the intima and media, rupture 
of the elastica, and inflammatory changes are prob- 
ably only further consequences of the muscle in- 
sufficiency. The development of varicose veins is the 
sequela of processes resulting from congenital or 
acquired defects and toxic injuries of the sympa- 


thetic nervous system with an injurious influence on 
the muscularis of the vein wall supplemented by a 
mechanical factor. Inflammation is of less signifi 
cance in the etiology of varices, but in the disturb 
ances which follow it plays a not unimportant role. 
All of the skin changes appearing after the develop- 
ment of varicose veins belong to the congestion 
dermatoses caused by extension of the process into 
the small venules of the saphenous veins. Trauma 
acts only to aggravate a disease already established. 

Most of the operative and conservative methods 
used today in the treatment of varicose veins were 
conceived and used, although with variable success, 
in previous centuries. Their full value did not be- 
come apparent until after the introduction of 
asepsis. Of the conservative methods, the most im- 
portant is the use of compression bandages. The 
Trendelenburg operation, like all other ligation 
methods, may be followed by re-canalization of the 
veins. Of 294 operations performed at the Rostock 
Clinic by the Trendelenburg, Babcock, Madelung, 
and Klapp methods, 238 were followed by satis- 
factory results, 50 by unsatisfactory results, 89 by 
non-fatal complications, and 6 by death. If mani- 
festations of a proximal extension of the throm- 
bosis in the saphenous vein appear, the vein must be 
ligated higher up as quickly as possible or the 
thrombus quickly removed. In several cases in 
which this was no longer possible, Schwarz ligated 
the femoral and even the external iliac vein because 
of the danger of emboli or sepsis. As a result, the 
slight attacks of embolism and chills, of which there 
had been several, no longer occurred. 

In injection experiments carried out by the author 
and Ratschow on the veins of the ears of rabbits, 
thrombosis was produced almost constantly with 60 
per cent calorose solution. This was due to damage 
to the intima. As the thrombi adhered firmly to the 
vein wall, they were quite different from the coagu- 
lation thrombi formed in the course of certain dis- 
eases, which are only slightly adherent to the vessel 
wall. According to other investigators, the risk of 
emboli after sclerosing injections in clinical cases lies 
only in the development, in the aseptic venitis, of an 
infection or the formation of a secondary coagulating 
thrombus proximal to the injection thrombus. The 
chief advantages of the injection treatment as com- 
pared with operative treatment are the possibility 
of ambulatory treatment, usually without any in- 
terference with the patient’s ability to work; the con- 
siderably lower mortality (from 0.02 to 3 per cent): 
the higher incidence of permanent results (from 70 
to 100 per cent as compared with from 50 to 60 per 
cent); and the fact that patients who develop a re- 
currence are much more easily prevailed upon to 
submit to another coagulation treatment than to 
another operation with its discomforts and _pro- 
longed disability. 

The author has had good results with the treat- 
ment recommended by Moskowicz as well as with 
simple injection of glucose and salt solutions. In 
the Moskowicz treatment, from 20 to 60 c.cm. of 
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concentrated glucose solution with 1 drop of adre- 
nalin to each 10 c.cm. of the solution are injected 
into the vein from above after ligation of the saphen- 
ous vein at its opening into the femoral vein. The 
patency of the deep veins must be determined with 
special care and the amount of fluid to be injected 
determined carefully according to the extent of the 
varicose veins. ‘This is necessary to prevent the 
entrance of too much fluid into the deep channels 
through the rami communicantes with consequent 
serious circulatory disturbances. 

When, in case of large varicose ulcers of the leg, 
epithelization fails to occur, the transplantation of 
epithelium should be done early, preferably accord- 
ing to the Thiersch-Esser method. 

(ZIEGLWALLNER). PuHILip SHAPIRO, M.D. 


BLOOD; TRANSFUSION 


Skudina, C., and Barenboim, S.: The Clinical 
Transfusion of Postmortem Blood (Transfu- 
sion von Leichenblut an Menschen). Verhandl. d. 
22 Kong. d. Chir. d. U.d.S.S.R., Moscow, 1934, p.136. 


The Wassermann reaction of blood removed from 
the body within the first six hours after death shows 
no evidences of non-specific serum agglutination. 
Postmortem blood is best withdrawn from the in- 
ternal jugular vein with the cadaver in the Trendel- 
enburg position. The age of the cadaver is of no im- 
portance. The largest quantity of blood is obtained 
in cases of death from angina pectoris or concussion 
of brain without cerebral sinus injury. Postmortem 
blood serum is entirely satisfactory for a test serum. 


Citrated postmortem blood can be preserved on ice 
for two weeks, and when removed under the proper 


precautions will remain sterile. Postmortem blood 
is assimilated without complications in the same doses 
as vital blood and gives equally good clinical results. 

In the discussion of this report, RAJGORODSKIJ 
(Charkow) cited 74 blood transfusions which were 
given in the cases of 57 children from three weeks to 
two years of age. He stated that in cases of torpid 
infection with dystrophy, usually torpid pneumonia 
and pyelitis, blood transfusion resulted in a gain in 
weight and disappearance of the symptoms of ane- 
mia. Cases of dystrophy due to acute or chronic 
nutritional disturbances resulting from diseases of 
the gastro-intestinal tract also showed favorable re- 
sults. In cases of hemorrhagic diathesis associated with 
blood diseases, the transfusion resulted in hemosta- 
sis, an increase in the hemoglobin, and a gain in 
weight. In suppurative septic processes and menin- 
gitis the results were negative. 

HALPERN (Dnepropetrovsk) discussed the prob- 
lem of the infusion of animal blood. 

JupIn (Moscow) reviewed 200 cases of transfusion 
of vital blood and 70 cases of transfusion of post- 
mortem blood. In cases of shock, good results were 
obtained with postmortem blood but required larger 
amounts of such blood than vital blood. 

PrompTova (Leningrad) reported that he had per- 
formed 51 blood transfusions in the cases of 27 chil- 


dren, 18 of whom were suffering from septic scarlet 
fever with or without metastasis and 6 from severe 
hemorrhagic diphtheria. The children ranged in age 
from one and a half to ten vears. Ten of those with 
scarlet fever and 1 of those of diphtheria recovere:. 
In the case of a child with diphtheria and my 
cardititis, dyspnea and cyanosis occurred during the 
transfusion as the result of overdosing and death 
resulted an hour later. Promptova concluded that in 
pyogenic infection associated with scarlet fever blood 
transfusion has a powerful positive influence. After 
the transfusion, deep as well as superficial necroses 
and metastatic foci become rapidly walled off. Blood 
transfusion has good results also in hemorrhagic 
complications of scarlet fever. Pneumonia and ne- 
phritis associated with scarlet fever do not always 
contra-indicate blood transfusion. Blood transfu- 
sion without the opening of abscesses is futile. 

BurcEVA (Leningrad) discussed the problem of 
the control of the donors. He cited a case in which a 
donor who showed nothing pathological when care- 
fully examined on the day of a transfusion developed 
measles after the transfusion and twelve days later 
the recipient also became ill with measles. 

HeErNaAtz (Irkutsk) reported on 253 blood trans- 
fusions. He stated that in cases of shock the results 
were excellent. When the blood had been preserved 
for fifteen days hemolysis occurred in 15 per cent of 
the cases. Blood which had been preserved for 
twenty days had toxic characteristics. Hemolysis 
of preserved blood is less dangerous than hemolysis 
of fresh blood. 

ELANSKIJ (Leningrad) stated that in his opinior. 
the transfusion of preserved serum is dangerous. 
Preserved plasma can be kept for a long time, but 
has the disadvantage of being less effective than pre- 
served blood. In sepsis, blood transfusion is without 
effect. Although in the chronic form it is stimulat- 
ing, its action is not specific. 

KUPERMANN (Moscow) reported that of 53 cases 
of septicopyemia treated by blood transfusion, the 
transfusion saved the patient’s life in 75 per cent. 

SAKAJAN (Moscow) reported 7 cases, in all of 
which the transfusion of postmortem blood gave 
good results. He then discussed the problems oi 
quick determination of the health of the donor dur- 
ing life, especially as regards syphilis, tuberculosis, 
malaria, and sepsis; methods of removing the blood; 
methods of preserving and transfusing the blood; the 
duration of the preservation; and the value of the 
transfusion of postmortem blood under conditions 
of civil life and war. 

BARINSTEIN (Odessa) stated that one of the most 
important criteria of the biological condition of the 
erythrocytes is their osmotic resistance. During 
preservation this resistance decreases. The de- 
crease is due to many causes but chiefly to the pre- 
servative. Beginning destruction of the blood can be 
recognized earlier from the osmotic resistance than 
from any other factor. According to the findings of 
experimental investigation, glucose is not a suitable 
preservative. Sodium citrate is preferable to glu- 
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cose. As sodium chloride solutions are toxic, an- 
tagonists such as potassium chloride and calcium 
chloride should be added to them. The combination 
of sodium citrate with calcium salts causes a dis- 
turbance of the physicochemical characteristics of 
the preserved blood and is therefore not a suitable 
preservative. 

HERZEN (Moscow) stated that the erythrocytes of 
the donor must disappear in the blood of the re- 
cipient within from two to three weeks after the 
transfusion. Therefore a favorable effect of trans- 
fusion must depend upon stimulation of hemato- 
poiesis and in cases of pathological hematopoiesis 
good results cannot be expected. In hemolytic 
icterus, thrombopenia, and malignant anemia, blood 
transfusion is not indicated. In the 2 former con- 
ditions it may be injurious. In malignant anemia its 
effects do not last long enough whereas liver therapy 
gives good results. 

VISNEVSKIJ (Kazan) suggested blocking of the 
pararenal tissue by local anesthesia in cases of 
hemolysis. 

GOLOVKINA (N. Novgorod) reported on 212 blood 
transfusions. Good results were obtained in sup- 
purative conditions. 

BLUMENTHAL (Moscow) reportea a case of severe 
tetanus in which blood transfusion was beneficial. 

(EUGEN BANNER-VOIGT). CLARENCE C. REED, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Lightwood, R., Hawksley, J. C., and Bailey, U. M.: 
Supravital Staining in the Diagnosis of the 
Leukemias. Proc. Roy. Soc. Med., Lond., 1935, 
28: 405. 

The authors report briefly seven cases of leukemia 
occurring in children. In four, the condition was 
lymphatic; in one, monocytic; and in two, mye- 
logenous. In all, the leucocytes were studied by 
supravital staining. The pathological leucocytes 
are shown by illustrations in color. 

The technique of supravital staining is presented. 
Information can be obtained from the motility of 
the cells, the vacuolar apparatus stained with neutral 
red, and mitochondria stained with Janus green. 
The method is of most value in distinguishing 
lymphocytes from monocytes. In one of the au- 
thors’ cases it led to the correct diagnosis of mono- 
cytic leukemia. It is of assistance also in distin- 
guishing myeloblastic from acute lymphatic leu- 
kemia. In the authors’ four cases of lymphatic 
leukemia it showed the predominant cells to be 
lymphocytes and lymphoblasts. The authors con- 
clude that the supravital method is of clinical value 
and especially helpful in the diagnosis of rare and 
anomalous blood diseases. Howarp L. Att, M.D. 


Rosenthal, N., and Harris, W.: Leukemia. Its 
Diagnosis and Treatment. /. Am. M. Ass., 1935, 
104: 702. 

The important characteristic alteration in leu- 
kemia is the presence of a persistent relative or 


absolute increase in the number of mature or pre- 
mature white blood cells. The type of premature cell 
usually varies with the duration of the disease. 
Acute leukemia is characterized by the presence of 
the more premature types of cells, particularly the 
myeloblasts, lymphoblasts, and monoblasts. Chronic 
varieties have a tendency to show more mature types 
such as polymorphonuclear neutrophiles and myelo- 
cytes in the myeloid leukemias and lymphocytes in 
the lymphoid leukemias. 

In acute leukemias the hemoglobin and the num- 
ber of red blood cells are usually reduced. In 
chronic leukemias anemia may be absent. The blood 
platelets present marked variations, being usually 
greatly reduced in the acute types and in exacerba- 
tions of the chronic types. 

Weakness and fatigue are common and _ per- 
sistent. Abdominal distress due to enlarged viscera 
or lymph nodes is usual. Pain and ulceration in the 
upper part of the respiratory tract may occur. 
Purpuric manifestations or uncontrollable bleeding 
such as bleeding of the gums or persistent hemor 
rhages following a surgical procedure may be the 
first evidence of a leukemic state. 

Leukemia must be differentiated from pernicious 
anemia, purpura hemorrhagica, agranulocytosis, 
subacute endocarditis, splenic anemia, and various 
other conditions. Its diagnosis should be based on 
the characteristic blood changes. These depend not 
so much on the number of white blood cells as on the 
presence and persistence of specific types of cells 
such as myelocytes, myeloblasts, and a relative and 
absolute lymphocytosis. A confirmatory diagnosis 
of the more obscure varieties of leukemia may be 
made by biopsy on the sternal bone marrow or a 
lymph node. 

Because of the limitation of our knowledge con 
cerning the etiology of leukemia, no specific remedy 
is known and treatment is therefore essentially 
symptomatic. The aims of treatment should be to 
improve the general condition, to render the patient 
comfortable by rest, regulation of the diet, and the 
administration of sedatives, and to increase his 
strength and efficiency by blood transfusions and 
roentgenotherapy. The cases in which treatment is 
most successful are those of chronic myelogenous and 
lymphatic leukemia of the leucocythemic variety. 
In these, the aim should be to reduce the number of 
white blood cells and increase the hemoglobin and 
red blood cells. Reduction of the number of white 
blood cells may be accomplished by chemical, bio- 
logical, or physical methods. The performance of 
splenectomy in leukemia should be discouraged 
since, as leukemia is a disease of the entire hema- 
topoietic system, it is unreasonable to expect any 
constant alteration in the general condition from 
the removal of only one of the organs affected. 

According to the authors’ experience, irradiation 
therapy is of value in both acute and chronic 
leukemia, and there is justification for the belief 
that in some of the acute forms of the disease life 
may be prolonged perhaps for a year by blood 
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transfusion. Arsenic, transfusions, and particularly 
roentgen irradiations are the chief means of inducing 
symptomatic improvement and remissions, and pos- 
sibly prolonging life. Etta M. SALMONSEN. 


Cutler, M.: Lymphosarcoma: A Clinical, Patho- 
logical, and Radiotherapeutic Study, with a 
Report of Thirty Cases. Arch. Surg., 1935, 30° 
405. 

Histologically, lymphosarcomas are generally di- 
vided into the following two groups: 

1. Recticulum-cell sarcomas or large round-cell 
lymphosarcomas arising from the reticulum. 

2. Malignant lymphocytomas arising from the 
lymphocytes. 

Clinically, the following varieties are recognized: 

1. Lymphosarcoma with generalized adenopathy 
and no special localization. 

2. Lymphosarcoma associated with localization 
in the tonsil, the pharynx, or the base of the tongue. 

3. Lymphosarcoma associated with pronounced 
involvement of the retroperitoneal lymph nodes. 

4. Lymphosarcoma with localization in the rec- 
tum. 

5. Lymphadenoma—lymphoma. 

6. Lymphosarcoma probably 


arising in the 


thymus, and other thymic tumors of uncertain his- 
togenesis. 

The two major clinical types are: 

1. A generalized form with widespread involve- 
ment of the lymph nodes. 

2. A localized form in which the disease involves 
a localized area of lymphoid tissue. 


The localized form is rare. Of thirty cases re- 
ported by the author, twenty-five were of the gen- 
eralized form. The generalized form usually attacks 
the superficial and deep lymph nodes throughout the 
body. The mediastinal nodes are often extensively 
invaded. In view of the high incidence of involve- 
ment of the mediastinal, retroperitoneal, and mesen- 
teric regions, as demonstrated by autopsy, these 
regions must be regarded as potentially involved 
and treated accordingly. 


When the mediastinum is extensively involved the 
clinical and roentgenological findings suggest tumors 
of thymic origin. The histogenesis of the thymic 
parenchyma being undetermined, such tumors are 
difficult to classify. From the standpoint of radio 
sensitivity, however, they form two distinct groups 
—one highly radiosensitive and the other markedly 
radioresistant. 

Of the five cases of the localized form of the disease 
reported by the author, the disease originated in the 
nasopharynx in two, in the rectum in two, and in the 
cervical region in one. 

The principles of treatment differ for the gen 
eralized and localized forms. In the former, wide 
areas are exposed to irradiation and all lymph-node- 
bearing areas are treated, regardless of the distribu- 
tion of the disease which is evident clinically. Because 
of the necessity of exposing extensive areas of the 
body to the irradiation, the doses for each area are 
relatively small. The rapidity with which the ex 
posures are made is determined by the patient’s 
general condition. 

In the localized form of lymphosarcoma it is safe 
to deliver a much larger dose of irradiation. Al- 
though it is not necessary to give the large doses used 
in the treatment of carcinoma, the dose should be 
much larger than that which can be safely admin- 
istered in cases of the generalized form of the dis- 
ease. 

When only a single focus can be detected, the dif- 
ferentiation of the localized form from the gener- 
alized form of lymphosarcoma is difficult. There is 
no method by which it can be predicted whether the 
appearance of a localized focus of the disease will or 
will not be followed by the appearance of the disease 
in other regions. 

In the generalized form, roentgen therapy may ar- 
rest the disease for varying periods, sometimes for 
years. In the localized form, eradication of the dis- 
ease is possible. Sometimes after its eradication the 
condition appears elsewhere in the body, but oc- 
casionally an apparent cure is obtained. 

SAMUEL Kaun, M.D 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Cazzamali, P.: Studies of the Postoperative Varia- 
tions in the Body Fluids. II. Changes in the 
Blood Chlorides and Their Relation to Post- 
operative Changes in the Body Fluids (Studii 
sulle variazioni umorali post-operatorie. II. Le 
modificazioni cloremiche e loro interferenze sui 
fenomeni umorali post-operatorii). Arch. ital. di 
chir., 1934, 38: 687. 


The author reports extensive chemical studies 
made in the cases of forty-eight patients ranging in 
age from twenty-one to sixty-two years who were 
subjected to such operative interventions as cho- 
lecystectomy, operations for renal calculi, ovarian 
cysts, cerebral tumors, and hemorrhoids, appen- 
dectomy, osteotomy, gastro-enterotomy, gastric re- 
section, exploratory laparotomy, thyroidectomy, 
nephrectomy, and the Bassini operation for inguinal 
hernia. Ether, spinal, and ethylene anesthesia were 
used in some of the cases but chiefly local anesthesia 
was employed. 

The chemical determinations included: (1) the 
chloride content of the blood cells and of the plasma 
and the ratio of the former to the latter; (2) the 
nitrogen content of the blood; (3) the alkali reserve; 
(4) the ketones of the blood the hydrogen-ion con- 
centration; and (5) the quantity, specific gravity, 
and chloride and urea content of the urine. 

From his findings the author draws the following 
conclusions: 

1. Operation causes a fall in the blood chlorides. 
The decrease is most marked after the first twenty- 
four hours. 

2. The decrease tends to lower the ratio of cell 
chloride to plasma chloride. 

3. The disturbance in the equilibrium is usually, 
but not always, proportional to the gravity of the 
operation, but is independent of the nature of the 
lesion and the type of the operation. 

4. In the phase of increase, the increase begins 
particularly in the chloride of the cells and tends to 
increase the ratio of cell chloride to plasma chloride. 

5. Postoperative variations in the concentration 
of the nitrogen of the blood seem to be in direct pro- 
portion to the variation of the chlorides in the blood. 
In 75 per cent of the cases studied this relationship 
was definite. 

6. The variations in the chlorides of the blood 
studied parallel with the variations in the alkali 
reserve, the ketones of the blood, and the variations 
in the hydrogen-ion concentration seem to predis- 
pose to a state of acidosis in the early part of the 
postoperative course and to a state of alkalosis later. 

7. Comparison of the postoperative changes 
occurring in the body fluids (variations in the chlo- 


ride and nitrogen content of the blood, alkali re- 
serve, etc.) with those occurring in the urine permits 
the conclusion that postoperative hyperazotemia is 
due to an extrarenal mechanism. CLARA RAVEN. 


Turnbull, H. H.: Postoperative Pulmonary Com- 
plications. Australian & New Zealand J. Surg., 
1935, 4:245- 

The author divides postoperative pulmonary com- 
plications into two groups—embolism and _atelec- 
tasis. Embolism may result in infarction. Atelec- 
tasis may cause simple collapse of the lung, pneumo- 
nia, or lung abscess. 

The first sign of severe pulmonary embolism is a 
desire to defecate. The blood clot causing this con- 
dition comes, not from the site of operation, but from 
a large vein. In forty-three of fifty cases of fatal 
postoperative pulmonary embolism the condition 
followed an abdominal operation. If the clot is small 
and passes the main branches of the prlmonary 
artery, pulmonary infarction results. The latter is 
manifesied clinically by a sudden severe cutting pain 
in the chest, difficulty in breathing, cyanosis, and 
shock accompanied by cough and a rapid pulse rate. 
The temperature later rises and examination re- 
veals dullness and weak breath sounds over the af- 
fected area, with a pleural rub and later tubular 
breathing. The patient coughs up blood-stained 
mucus. 

Emboli usually separate about the tenth day, but 
sometimes later. Embolism is much more frequent 
after the age of fifty years. 

The treatment of pulmonary embolism is re- 
assurance and the administration of morphine. It is 
well to tell the patient that he will cough up blood- 
stained mucus and that it is unimportant. Infarcts 
do not cause abscess formation except in the presence 
of pyemia. 

The development of postoperative atelectasis is 
favored by chronic bronchitis, mild influenza, chill- 
ing, and any other factor causing increased bronchial 
secretion. 

If the bronchial secretion is increased and espe- 
cially if it is viscid,it may collect in the main bronchus 
on the side toward which the patient lies. If there is 
interference with coughing and deep breathing, the 
bronchus may become occluded and atelectasis 
follows. The occurrence of atelectasis is manifested 
by sudden dyspnea, slight cyanosis, a rapid pulse, 
shock, and pain in the side. On examination, the 
involved side is found immobile and the breath 
sounds weak or absent. The percussion note is dull 
and the heart is displaced toward the involved side. 

The author believes that atelectasis may often be 
prevented by delaying operation until the patient 
is free from acute infection of the upper respiratory 
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tract. Prevention of chilling is important. During 
the postoperative period deep breathing should be 
induced. This is important in cases of abdominal 
operation as frequently pain at the site of operation 
prevents deep respiration. Frequent changing of 
the position of the patient is a valuable adjunct in 
the prevention of atelectasis. 

The best treatment of atelectasis is bronchoscopy. 
In some cases, however, simply turning the patient 
onto the unaffected side to increase the movement of 
the involved lung is sufficient. Carbon dioxide in- 
halation is valuable. The carbon dioxide may be 
given at intervals. 

The author does not believe that postoperative 
pulmonary complications are due to the anesthetic. 
In support of this opinion he cites reports in the 
literature showing that they occur more often fol- 
lowing spinal anesthesia than after inhalation 
anesthesia. 

He attributes postoperative pulmonary abscesses 
to the aspiration of infected material which blocks a 
bronchus, producing atelectasis, and infects the 
collapsed lung, causing it to break down. 

Earv O. Latimer, M.D. 


Brown, G.: 

tions. 

4: 250. 
The author discusses postoperative pulmonary 
complications from the standpoint of the anesthetist. 
He describes three simple methods by which patients 
may be graded according to operative risk—the 
breath-holding test, determination of the pressure 


Postoperative Pulmonary Complica- 
Australian & New Zealand J. Surg., 1935, 


ratio (Moot’s rule), and determination of the energy 


index. The breath-holding test consists in having 
the patient hold his breath after sitting quietly for 
five minutes and then take a full breath and hold it. 
The normal period for which the breath can be held 
ranges from thirty to forty seconds. If the patient is 
able to hold his breath for only ten seconds or less he 
is unfit for a general anesthetic; if he is able to hold 
it for only from ten to eighteen seconds, he is a poor 
risk; if he is able to hold it for only from eighteen to 
thirty seconds, he is a fair risk; but if he is able to 
hold it for from thirty to forty seconds he is probably 
a good risk. 

In the choice of anesthetic several factors must be 
considered. Gas anesthetics are preferable in the 
presence of lung disease and when the patient is un- 
able to hold his breath longer than a period less than 
thirty seconds. Ether is the anesthetic most widely 
used in Australia. Whatever anesthetic is employed 
its administration should be discontinued before the 
end of the operation in order that the cough reflex 
may be present before the patient leaves the operat- 
ing room. 

After the operation the patient should be pro- 
tected from chilling and his position should be 
changed frequently. If there are signs of collapse of 
the bases of the lungs a mixture of carbon dioxide 
and oxygen should be administered. 

Eart O. Latimer, M.D. 


Ljvraga, P.: Ossification in Postoperative Scars (Le 
ossificazioni in cicatrici postoperatorie). Arch. ital. 
di chir., 1934, 39: 29. 

Four cases of new formation of bone in operative 
scars are reported. The bone had all the histological 
characteristics of normal bone, differing from the 
calcifications sometimes seen after trauma. While 
the latter often undergo spontaneous retrogression, 
bone structures of the type found in these cases are 
progressive though they do not recur after operative 
removal. They generally appear in the upper part 
of the linea alba, but in one of the author’s cases 
they were formed in the scar of a kidney operation 
and were attached to the crest of the left ilium. 
In the first three cases the calcium and potassium 
and their ratio to each other were normal. In the 
last case their quantity was slightly increased. 

The author concludes that in three of his cases 
the new bone was due to local new bone formation 
from specific autochthonous osteogenetic cells in the 
linea alba. In the fourth case there was some evi- 
dence that it was produced by detachment of 
periosteum. AuprEY Goss Morcean, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Maraszynski, M.: The Prognosis of Crushing In- 
juries of the Extremities (Ueber die Prognose der 
Zermalmungslaesionen der Extremitaeten). 1934: 
Basel, Dissertation. 


The author distinguishes between open and closed 
crushing lesions, but states that the chief factor is 
the crushing of masses of muscle. He calls attention 
to the traumatic vascular spasm described by 
Kuettner and Baruch which may suggest tearing or 
complete occlusion of the main artery because of the 
resulting cessation of pulsation, loss of function, and 
loss of sensation. This spasm is accompanied by 
circular constrictions from 2 to 10 cm. in length 
without organic injury of the vessel wall. Von 
Kuettner claims that the spasm is of myogenic 
origin for if it were of neurogenic origin it would 
extend diffusely over larger areas. The prognosis is 
favorable. Massage of the involved segments of the 
vessel, the injection of salt solution, dry heat douches, 
and injections of atropin are recommended. 

The author next discusses various viewpoints re- 
garding the treatment of crushing injuries. 

Lecéne and Leriche reported 23 amputations per- 
formed in cases of shock from crushing injuries, all 
of which were followed by recovery. Sisienski re- 
ported on 502 cases of railroad accidents in which 
there were 197 complicated fractures and 33 per 
cent of the patients died. Amputation should be de- 
layed until the shock is over. Sometimes the shock 
may last twenty-four hours. Estes says that opera- 
tion should not be done when the blood pressure has 
dropped below 80 mm. He amputates in cases of 
circular crushing injuries; cases with crushed bones 
and soft parts, even those in which the skin is un- 
broken, and cases with shattering of a bone over an 
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extent of more than 6 cm. and crushing of the sur- 
rounding soft parts. 

According to Imbert, street wounds are more 
serious than war wounds because, in the former, 
bacteria are introduced into the wound with greater 
force. Koch recommends primary suture of the 
wounds of the soft parts, and reports the following 
results: primary healing in 48 per cent of cases, mild 
disturbances in 22 per cent, severe wound disturb- 
ances in 21 per cent, complications necessitating 
secondary amputation in 4.8 per cent, and death in 
4 per cent. In large shattering fractures and infec- 
tion with anaérobes, suturing is contra-indicated. 

There are various theories regarding shock. 
Henschen considers ‘‘shock”’ an inclusive term and 
distinguishes between the chemical shock, non- 
hemorrhagic postoperative shock, and reflex shock. 
He calls attention to the poisonous character of the 
early products of disintegration which in the chemi- 
cal type of shock cause a marked fall in the blood 
pressure with dilatation of the peripheral blood ves- 
sels. He states that chemical shock and reflex shock 
are frequently associated. 

At the Basel Clinic blood transfusions and block 
anesthesia of the main nerves to the limb (Crile) are 
supplemented with perivascular injections of large 
doses of atropin and novocain in the region of Hunt- 
er’s canal to prevent post-traumatic anemic spasm of 
the large vessels of the extremity. During the first 
few days liberal doses of narcotics are given. The 
treatment is as conservative as possible. Débride- 
ment is done with a cutting diathermy loop, the limb 
is immobilized with a plaster dressing if possible, and 
the crushed soft parts are relieved of pressure by 
means of a suspension wire through the first meta- 
tarsal. Tetanus and gas-bacillus serum are ad- 
ministered, staphylococcus-phage is injected, and a 
cod-liver oil and vaseline pack is placed in the 
wound. Fifty-six cases of crushing injuries treated 
in the last ten years are presented in a table. There 
were 8 deaths in the first few days. Three of the 
deaths were due to hemorrhage. In all of these cases 
the lower extremity was injured. In 6, there was a 
fracture of the femur. In 6 cases fat emboli were 
demonstrated at autopsy. The prognosis was most 
unfavorable in cases of injury of the lower extrem- 
ities in automobile and motorcycle accidents. In 5 
cases, blood transfusions of from 500 to 750 c.cm. 
were followed by good results. In 25 cases, ampu- 
tations and disarticulations were done, 4 of them on 
the fingers and toes. Gas phlegmon occurred in 1 
case, but the patient recovered. 

(FRANZ). PatLtp SHAPIRO, M.D. 


Abel, J. J., Evans, E. A., Jr., Hampil, B., and Lee, 
F. C.: Researches on Tetanus. II. The Toxin 
of the Bacillus Tetani Is Not Transported to 
the Central Nervous System by Any Com- 
ponent of the Peripheral Nerve Trunks. Bul. 
Johns Hopkins Hosp., Balt., 1935, 56: 84. 


Bacillus tetani is known to the specialist as 
“clostridium tetani.” It is of the family of the 
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bacillacew of the general class of plant organisms 
known as ‘“‘schizomycetes.’’ The chemical nature of 
the toxin is not known. 

The authors discuss local tetanus; modern ideas 
on the distribution of tetanus toxin; earlier experi- 
ments in favor of the theory of the carriage of toxin 
in the peripheral nerves to the cells of the central 
nervous system; investigations in support of the 
nerve transport theory since 1884 and the proposed 
modifications of it; and implications of the theory 
and disproof of an earlier attempt to show that 
water-soluble substances can be distributed through- 
out the body by the ‘‘tissue-space mechanism.’’ The 
authors summarize their article as follows: 

‘We have presented many considerations and 
many facts in support of our belief that tetanus 
toxin and dyestuffs injected in an aqueous medium 
either intraneurally, subcutaneously, intramuscu- 
larly, or intravenously are not carried in the axis 
cylinders, the lymphatic vessels, or the tissue spaces 
of peripheral motor nerves to the reacting cells of 
the central nervous system. We have also cited the 
recent investigations of anatomists who have traced 
the outflow of lymph from nerve trunks and have 
shown that it, like the lymph of other structures of 
the body, is added finally to the venous blood and 
not to the cerebrospinal fluid. 

“We furthermore called attention to a series of 
investigations that were carried out by Abel and 
Abel and Turner in the years rgro to 1914, in which 
it was conclusively shown that alkaloids and dye 
stuffs cannot be distributed throughout the body by 
any peripheral mechanism such as the ‘tissue spaces.’ 

‘An account will be given in later papers of ex- 
periments that have been in progress in our labo- 
ratories for more than two years on the pathogeny 
of local tetanus, on the influence of complete de- 
nervation of muscles on the course of the poisoning, 
and on the reflex phenomena and other aspects of 
both experimental and natural tetanus. We find our- 
selves quite as unable to accept the current theories 
in regard to many of these characteristics as we are 
to accept the nerve-transport theory for the very 
good reason that this untenable theory is here also 
made to serve as the basis for their explanation.”’ 

Car R. STEINKE, M.D. 


Verlende, J.: Experimental Studies on the Specific 
Immunizing Power of the Staphylococcic 
Bouillon-Antivirus (Recherches expérimentales 
sur le pouvoir immunisant spécifique du bouillon- 
antivirus staphylococcique). Rev. belge d. sc. med., 
1934, 60: 817. 

According to Besredka, the bouillon filtrate of a 
culture upon which certain bacteria such as staphy- 
lococci, streptococci, typhoid bacilli, or colon bacilli 
have been developed exerts an inhibiting influence on 
the multiplication of such organisms. This property 
is specific and may be used to advantage in the pro- 
duction of local immunity. The filtrate is given the 
name ‘‘antivirus.’’ A similar product may be ob- 
tained by centrifugalization. 
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These two fluids are devoid of proteins and retain 
their specific properties even when boiled. They are 
capable of increasing the natural resistance of cer- 
tain cell groups. Therefore they act, not like anti- 
bodies on the infecting agent, but on the tissues, and 
not on the body as a whole but only on the region 
invaded by the bacteria. These findings have been 
confirmed by several investigators, but others 
question the existence of both the antivirus and its 
specific properties. 

Verlende reports a study of the effect of a staphy- 
lococcic antivirus on phagocytosis and of ordinary 
bouillon and the specific bacteriophage. The ex- 
periments were made on normal guinea pigs weigh- 
ing 250 gm. One cubic centimeter of antivirus, bac- 
teriophage, simple bouillon, or bouillon filtrate was 
injected into the peritoneum. One day after the in- 
jection the animals were infected by the injection of 
1 c.cm. of a fresh emulsion of living staphylococci. 
The concentration of the emulsions was always the 
same, namely, about 5,120,000,000 bacteria per 
cubic centimeter. 

In the control animals the dose administered al- 
ways produced a characteristic septicemia which 
terminated fatally in from five to eight days. From 
the fifth minute after the infection specimens of 
peritoneal fluid were at first withdrawn at regular 
intervals up to twenty-four, fifty-four, or seventy- 
three hours. Later the examinations were limited 
to seven hours as it was found that reliable results 
could be obtained in this interval. 

The experiments included infection of normal 
guinea pigs, of guinea pigs prepared with antivirus, 
bacteriophage, ordinary bouillon, bouillon filtered 
twice, and bouillon filtered ten times, and injec- 
tions of ordinary bouillon or bacteriophage into 
normal guinea pigs. The results are presented in a 
table. The author’s findings and conclusions are 
summarized as follows: 

1. Ordinary bouillon of currently used cultures, 
and especially its filtrate on Chamberland F bougies, 
will produce immunity to infection by virulent staph- 
ylococci within one day after its injection. Such 
immunity may be obtained after a single peritoneal 
injection, but results more constantly after two 
injections of 1 c.cm. separated by an interval of 
twenty-four hours. 

2. An antivirus prepared from the same strain of 
staphylococci had an even greater protective action 
than simple bouillon or its filtrates since in the guinea 
pigs prepared with antivirus the arrival of the macro- 
phages was delayed so that there was more time for 
phagocytosis of the bacteria by the polynuclears. 

3. As even greater protective effect was obtained 
with the bacteriophage. In the guinea pigs receiving 
bacteriophage the arrival of the mononuclears was ac- 
celerated but did not cause a precocious destruction 
of polynuclears. Moreover, the latter seemed to 
show an increased avidity for the bacteria which the 
mononuclears also helped to destroy. 

4. It therefore appears that, aside from the pro- 
tective property characteristic of ordinary bouillon 


and its filtrates, the antivirus possesses a certain 
specific immunizing property. Experimental proof 
of the immunizing power of the antivirus can be ob 
tained only if the control products do not show a 
similar power under similar experimental conditions. 
EpitH SCHANCHE Moore. 


Mitchell, J. H.: Streptococcic Infection Simulating 
Ringworm of the Hands and Feet. J. Am. M 
ASS., 1935, 104: 1220. 


Mitchell reports five cases of hemolytic strepto 
coccic infection (impetigo) of the hands or feet. 
The lesions simulated those of mycotic infection 
sufficiently to have led to errors in diagnosis. Be- 
cause of the marked tendency to regard all acro- 
dermatoses as ringworm of the extremities, the au- 
thor emphasizes the importance of making a careful 
laboratory examination in all cases of dermatoses 
of the hands and feet. He is of the opinion that 
the streptococcic origin of impetigo can be proved 
with ease. 

In the cases reported the infection yielded within 
one week to baths of corrosive mercuric chloride 
and the application of weak ammoniated mercury 
ointment. WALTER H. NapLer, M.D. 


ANESTHESIA 


Vehrs, G. R.: Problems in the Hydrodynamics of 
Analgesics in the Subarachnoid Fluid of Man. 
Diazotized Novocain in Artificial Dural Sacs. 
West. J. Surg., Obst. & Gynec., 1935, 43: 16. 


Following a review of the anatomy of the spinal 
cord and spinal meninges and a description of the 
dural curves, the author discusses the induction of 
spinal anesthesia, including in his discussion the 
important chemicals used, the mixing of one solution 
in another, methods of injection, experiments with 
heavy procain solutions in artificial dural sacs con- 
forming to the shape of the three types of normal 
dural curvatures in man, split dosage, change of 
posture from the lateral horizontal to the supine, the 
reverse Trendelenburg position, spinal dynamics, 
arterial pulsations of the brain and cord, and the 
use of pantocain, and nupercain. He draws the 
following conclusions: 

1. An elucidation of the alterable factors in spinal 
anesthesia deserves most careful attention in the 
interests of the elimination of shock and reduction of 
morbidity and mortality. 

2. A clearer elucidation of the unalterable laws 
which govern analgesics in the spinal subarachnoid 
will inevitably and speedily bring about a more uni- 
versal adoption of the method. 

3. When chemical concerns distribute spinal 
analgesics with proved and measured chemical 
actions and reactions, subarachnoid nerve block may 
win wider recognition. 

4. Chemicals which produce subarachnoid anal- 
gesia for thirty minutes should be used for brief 
diagnostic and operative procedures which require 
very little or no relaxation. 
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5. Chemicals which produce subarachnoid sen- 
sory and motor nerve block for from fifty to seventy- 
five minutes should be used for diagnostic and opera- 
tive procedures which require from forty to sixty 
minutes for their completion. 

6. Chemicals which produce subarachnoid sen- 
sory and motor nerve block for from seventy-five to 
one hundred and twenty minutes should be used for 
diagnostic and operative procedures which require 
from sixty to one hundred minutes. 

7. Chemicals which produce subarachnoid sen- 
sory and motor nerve block for from one hundred 
and twenty to one hundred and eighty minutes 
should be used for diagnostic and operative pro- 
cedures of long duration. In any event, safety in 
dosage is of prime importance. 

8. Procain, pantocain, and nupercain meet these 
requirements. The induction of unnecessarily pro- 
longed anesthesia jeopardizes life. 

g. The results of experimental work performed 
after opening the vertebral bony canal and verte- 
bral dural sacs under unphysiological conditions 
during combined anesthesia in which the experi- 
mental work follows preliminary procedures, which 
in themselves produce great shock and overwhelm- 
ing fatigue are not to be compared with the results 
of experiments in closed dural sacs within closed 
vertebral canals performed under nerve block anes- 
thesia in which shock and fatigue are minimal or 
totally absent. 

10. When the kinetics of the cerebrospinal fluid 
and the effect of the tugging and jerking on the 
arachnoid by the larger arteries are better under- 
stood the physiochemical laws which govern the 
hydrodynamic action of analgesics in. the sub- 
arachnoid space may be utilized more satisfactorily. 

Car R. STEINKE, M.D. 


Desmarest: Six Hundred Cases of Anesthesia by 
Means of Combined Tribromethanol and 
Nitrous Oxide-Oxygen. Anes. & Anal., 1935, 
14: 50. 

During the past three years Desmarest has used 
tribromethanol and nitrous oxide-oxygen for the in- 


duction of anesthesia in 600 cases. He states that, 
in carefully calculated doses, tribromethanol is safe 
if used in selected cases as a basal anesthetic only. 
It should not be used for patients in poor general 
condition or with chronic hypotension. Desmarest 
attributes 2 deaths in his cases to failure to rec- 
ognize these contra-indications. The dosage is in 
general determined on the basis of the patient’s 
height, weight, age, and constitution, but the basal 
metabolism is also an important consideration. In 
patients with exophthalmic goiter, tolerance is 
greatly increased. 

Pantopon is given an hour before the rectal ad- 
ministration of tribromethanol. If the patient goes 
to sleep suddenly while the enema is being ad- 
ministered some of the solution is evacuated at 
once. Twenty minutes after the tribromethanol 
enema, the induction of anesthesia with nitrous 
oxide-oxygen is begun. If the respiration is de- 
pressed, carbon dioxide is given. If the blood pres- 
sure falls rapidly, ephedrin is used. 

When the dosages are carefully calculated, post- 
operative emergencies will be very few. Desmarest 
suggests that coramin might be given to hasten 
elimination of the tribromethanol. Cocain seems to 
have the same ability to combat the effect of tri- 
bromethanol. 

Postoperative vomiting is definitely decreased. 
The incidence of pulmonary complications is so low 
that Desmarest did not hesitate to use this type of 
anesthesia for 19 patients with pulmonary lesions. 
However, in 1 case of pulmonary tuberculosis the 
disease became worse following the anesthesia. Des- 
marest has noted no harmful effect on the liver, 
but believes the described anesthesia should not be 
used in hepatic disease. In some of his cases anes- 
thesia has been induced by this method for 2 
successive operations without unfavorable results. 
When this is done caution must be employed and 
the dose modified. One of the chief advantages of 
the method is the fact that the patient has no dis- 
agreeable recoliection of the anesthesia and will 
willingly consent to take the anesthetic again if 
necessary Ear GArRSIDE, M.D. 













































ROENTGENOLOGY 


Kirklin, B. R.: Some Problems in Diagnosis and 
Their Solution by Radiological Examination of 
the Alimentary Canal. Proc. Roy. Soc. Med., 
Lond., 1935, 28: 549. 

The basis of selecting patients for roentgenological 
examination should be sufficiently broad to include 
all those whose symptoms are at all indicative of 
chronic organic disease of the alimentary tube unless 
such disease can be excluded with considerable cer- 
tainty or the condition of the patient forbids the 
examination. While this basis cannot be prescribed 
in exact terms and will be formulated differently by 
different physicians in accordance with their par- 
ticular experience, there are certain clinical mani- 
festations which, even when not pronounced or not 
associated with their common accompaniments, 
should be regarded as definite indications for thor- 
ough investigation with the X-ray unless their cause 
is obvious or can be determined readily by other 
means. 

Hemorrhage from the alimentary canal, whether 
in the form of gross hematemesis, blood-stained 
vomitus, frank bleeding from the bowel, or tarry 
stools, is an urgent indication for roentgenological 
investigation. Peptic ulcer is so often the cause of 
such hemorrhage that only this lesion may be con- 
sidered by the clinician. Kirklin has known instances 
in which the roentgenologist, prejudiced by the his- 
tory of hemorrhage, made a diagnosis of ulcer of the 
duodenum when the lesion was quite different both 
in character and situation. 

Potential causes of anemia are so numerous that 
this condition is one of the most perplexing signs 
with which the clinician has to deal, and when it is 
not accompanied by other manifestations, the dis- 
covery of its origin often entails laborious investiga- 
tion. Anemia of moderate degree seems less urgent 
in its demand for inquiry and is likely to be ascribed 
to a deficient diet or unhygienic conditions although 
it may have much graver causes. Marked anemia 
will stimulate a vigorous search for its cause, but it 
is difficult to determine the most promising order of 
approach or to keep in mind the uncommon lesions 
that may underlie the condition. Among the latter 
are the primarily benign, polypoid new growths in 
the stomach or bowel. As a rule these growths be- 
come superficially eroded and a slight but constant 
seepage of blood ensues with resulting anemia. In 
every case of unexplained or seemingly idiopathic 
anemia a roentgenological study of the gastro- 
intestinal tract should be made. 

Marked loss of weight without other subjective or 
objective manifestations of ill-health is sometimes 
regarded lightly by the patient, especially if he is of 


PHYSICOCHEMICAL METHODS IN SURGERY 





middle age and has been heavier than he wished t» 
be or expects to grow thin with advancing age. Few 
physicians will underestimate the potential gravity 
of this sign, but in the absence of gastric or intestinal 
symptoms it may seem illogical to give first or serious 
consideration to cancer of the stomach or colon 
among the many possible causes. Nevertheless, the 
onset of such cancers is insidious and is so often 
heralded solely by loss of weight that a roentgeno- 
logical examination should be among the first tests 
applied. Both surgeons and clinicians have re- 
peatedly emphasized that in most cases of cancer of 
the alimentary canal an early diagnosis can be made 
only by roentgenological examination. 

Recurrent vomiting without an obvious cause 
such as sick headache is such an emphatic indication 
for roentgenological study that it will seldom be 
ignored. The X-ray may disclose a gastric cancer, 
an ulcer on the lesser curvature of the stomach with 
pylorospasm, a duodenal ulcer, or an obstructive 
lesion at the gastric outlet. If the stomach and duo- 
denum are found normal, cholecystography may re- 
veal disease of the gall bladder. Nausea, especially 
when slight, is not an impressive symptom, yet may 
be the sole indication of serious disease of the stom- 
ach. 

Epigastric or upper abdominal pain or discomfort 
which is precipitated, aggravated, or relieved by the 
taking of food is so strongly suggestive of gastric, 
duodenal, or cholecystic disease that it will almost 
invariably receive due attention. This symptom in 
conjunction with other clinical data will often dis- 
tinguish between peptic ulcer and disease of the gall 
bladder, but the clinical differentiation between gas- 
tric ulcer and duodenal ulcer and between benign 
and malignant ulcer is much less accurate than the 
differentiation between these lesions which is pos- 
sible by X-ray examination. 

Most striking among the roentgenological signs of 
duodenitis is the extraordinary irritability of the 
bulb. A suspension of barium races through the bulb 
so rapidly that there is little opportunity to inspect 
the shadow. The bulb is small and grossly deformed 
on both borders, and the configuration of the de- 
formity changes quickly from moment to moment. 
The mucosal pattern is coarsely and irregularly re- 
ticular, with translucent islets lying in a denser net- 
work. 

In cases of ordinary constipation X-ray exam- 
ination rarely furnishes important data. However, 
constipation alternating with diarrhea may result 
from obstructing carcinoma or diverticulitis, or such 
lesions may give rise to intermittent attacks of con- 
stipation with pain, and in either combination the 
advisability of roentgenological examination is sug- 
gested. Chronic or recurring diarrhea calls urgently 
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for roentgenological investigation of the colon; 
chronic ulcerative or tuberculous colitis may thus be 
revealed. 

Remaining for consideration are the indefinite, 
petty abdominal symptoms of which so many pa- 
tients complain. In most cases these complaints 
have a purely functional basis, but in a small minor- 
ity they arise from organic disease of the digestive 
tract which is difficult to discover without roent- 
genological examination. No consistent rules for 
distinguishing one group from the other can be of- 
fered. The decision as to whether or not the help of 
the X-ray shall be invoked will depend on the char- 
acter of the individual clinician’s experiences and his 
intuitive sense of obscure and indefinable signs of 
disease. Puzzling cases of another variety are those 
in which the clinical manifestations are marked, but 
are incongruous because of extraordinary complica- 
tions. In these also, roentgenological examination 
is of aid. 

If the clinician avails himself freely of X-ray he 
must expect to receive many negative reports often 
even when the symptoms seem to be pathognomonic. 
It would be absurd to claim infallibility for roent- 
genological examination in the discovery or exclusion 
of disease, but if its findings are interpreted compe- 
tently it gives valuable assistance in both respects. 


Brown, S., and McCarthy, J. E.: A Study of the 
Esophagus in Relation to the Heart, Aorta, 
and Thoracic Cage. Radiology, 1935, 24: 131. 


The authors report, with illustrations, a study of 
the position of the esophagus in relation to the 
heart, aorta, and thoracic cage under normal and 
a number of abnormal conditions. The esophagus 
occupies a central position in the chest. The heart, 
the ascending aorta, and the ascending half of the 
aortic arch are in the anterior half while the posterior 
half of the aortic arch, the descending aorta, and 
the spine are in the posterior half. In pleuropulmo- 
nary diseases the esophagus is usually displaced 
with the heart. 

In mitral valve lesions the esophagus is displaced 
to the right and backward. The degree of displace- 
ment to the right determines the extent to which the 
left auricle contributes to the right cardiac border, 
and the posterior displacement determines the degree 
of anteroposterior enlargement of the heart. In 
aortic valve lesions, the esophagus is displaced to 
the left and backward. General cardiac enlargement 
displaces the esophagus to the right and backward, 
but if aortic enlargement is also present the displace- 
ment will be to the left and backward. No definite 
rule can be given for esophageal displacement in 
congenital heart disease. 

If aortic dilatation is present without cardiac 
enlargement, the esophagus is displaced to the left 
and backward behind the great blood vessels, but 
when cardiac hypertrophy is also present the esoph- 
agus is displaced behind the heart. The displace- 
ment of the esophagus will aid in determining the 
position of the aorta from which an aneurism arises. 
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Backward displacement will indicate that the 
aneurism arises from the anterior position of the 
aorta while forward displacement will indicate a 
posterior origin. The position of the esophagus will 
be of great help also in the differential diagnosis of 
cardiac enlargement and pericardial effusion. In 
enlargement of the heart the esophagus will invaria- 
bly be displaced backward and either to the right or 
left, while in the presence of effusion the position of 
the esophagus remains almost unchanged. As seen 
in the lateral position, the heart shadow extends be- 
yond the shadow of the esophagus and often also 
beyond that of the vertebral bodies. 
Earv E. Bartu, M.D. 


Hayer, E.: The Results of Experimental Studies of 
the Peripheral White Blood Cells After Roent- 
gen Irradiation (Ergebnisse von experimentellen 
Studien am peripheren weisen Blutbild nach 
Rontgenbestrahlung). Strahlentherapie, 1934, 50: 
193. 


The number and character of the white blood 
corpuscles following a roentgen exposure were 
studied by the author in experiments on large dogs. 
Irradiation with from 300 to 600 r measured in the 
open air varied in its effect according to whether 
the entire animal, the splenic region, or only one 
extremity was exposed. Only irradiation of the en- 
tire animal produced an effect on the general con- 
dition, loss of appetite, and loss of weight. One of 
the dogs so treated died from submucous intestinal 
hemorrhages. Exposure of the entire body was fol- 
lowed by a decrease of the white blood cells con- 
tinuing for a week. The lymphocytes decreased and 
recovered faster than the other cells. In contrast to 
the results of partial X-ray treatment, oxidasis was 
almost entirely arrested. 

After irradiation of the spleen there was a cell 
decrease which, surprisingly, was much more per- 
sistent in the myelogenous than in the lymphogenous 
cells and sometimes continued for weeks. 

Irradiation of only one extremity caused a cell de- 
crease of only short duration occurring especially in 
the lymphocytes, which was followed by an increase 
in the leucocytes above the initial number which 
lasted for eight days and occurred in all types of 
cells. 

To explain his findings the author concluded that, 
in addition to the direct effect on the white blood 
cells, there was an indirect irradiation effect depend- 
ing in its degree on the area of the body exposed. 

As a criterion of the new formation and division 
of the blood cells in the roentgen studies the author 
used the reaction to a subcutaneous injection of 
turpentine, which under normal conditions leads to 
the formation of the sterile abscess and typical 
changes in the leucocyte picture. Irradiation of the 
entire body caused functional disability which still 
remained evident after restoration of the normal 
blood picture. After such irradiation the normal cell 
reaction failed to occur and the body was unable to 
rid itself of the turpentine by abscess formation. 
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When only one extremity was irradiated the forma- 
tion of the sterile abscess was not influenced unfa- 
vorably to any degree. When the spleen was irradi- 
ated, abscess formation was affected only slightly. 
After partial irradiation, in contrast to irradiation of 
the entire body, the reaction of the blood picture to 
the injection of turpentine remained normal. 
(Von BRAUNBEHRENS). CLARENCE C. REED, M.D. 


Shepley, E. E.: The Réle of Radiotherapy in the 
Problem of Malignancy. Canadian M. Ass. J., 
1935, 32: 252. 

Irradiation is recognized as the treatment of 
choice for cancer of the lip, mouth, pharynx, and 
anal area. In cancer of the rectum pre-operative 
irradiation constitutes the ideal primary attack. In 
malignancy of the esophagus irradiation is the 
single measure that offers the patient the greatest 
relief. 

In cancer of the uterus, vagina, vulva, female 
urethra, bladder, prostate, penis, and testicles irradi- 
ation constitutes not only the primary attack but is 
very largely the treatment of choice. In cancer of 
the breast it is the chief factor in successful treat- 
ment. The primary attack on cancer in the nasal 
accessory sinuses, tonsils, pharynx, and larynx is 
radiotherapeutic. In cancer of the lungs, bronchi, 
or pleura, palliative irradiation is indicated. In 
sarcoma, the initial treatment and sometimes the 
only treatment is irradiation. In secondary malig- 
nancy, irradiation often effects marked palliation. 
This is particularly marked in bony metastases, the 
pain of which is often entirely relieved. In an 


analysis of all cancer deaths due to malignancy of 
the breast in Sweden, Westermark found that, 
without treatment, the patient lives on an average 
thirty-one months; after surgery, thirty-nine months; 
after surgery and postoperative irradiation, forty- 
nine months; after surgery with pre-operative and 
postoperative irradiation, sixty-one months; and 


after endothermy and 


months. 


irradiation, sixty-seven 
JoserH K. Narat, M.D. 


MISCELLANEOUS 


Lob, A.: Indications for, and Results of, Short- 
Wave Therapy in Surgery (Anzeiggestellungen 
und Ergebnisse der Kurzwellenbehandlung in der 
Chirurgie). Muenchen. med. Wchuschr., 1934, 2: 
1812. 

After a brief review of the physical differences be- 
tween long-wave and short-wave diathermy, the 
author defends the theory that the biological effect 
of short-wave diathermy is not specifically electrical 
but to be attributed to the production of heat in the 
tissues. While the heat action is dependent upon the 
wave length and therefore to a certain extent specific, 
the extent to which this selective heat action can be 
made useful in medical practice has not yet been de- 
termined. Exact dosage is impossible; the patient’s 
subjective perception of heat must be the chief gauge 
for the dose. At least from 200 to 400 watts are re- 
quired in the diseased region. 

The author reviews the indications recognized and 
the experience at the University Clinic at Munich up 
to the present time in the treatment of the surgical 
conditions in which short-wave diathermy comes up 
for consideration. He warns against indiscriminate 
treatment of acute pyogenic infections with short- 
wave diathermy as the use of this therapy without a 
preceding surgical procedure often leads to spread of 
the infectious process with increased tissue necrosis 
and absorption of toxins. Good results are obtained 
in some conditions, especially non-suppurative 
pleural exudates, recurrent joint effusions, peri- 
arthritis humeroscapularis, acute diseases and 
wounds of muscles (overstretching, contusions, lum- 
bago), and sciatica and other neuralgic complaints. 
The method is of value also in the after-treatment of 
numerous surgical conditions. An attempt to in- 
fluence inoperable tumors of human beings favorably 
by short-wave diathermy was unsuccessful. Neither, 
in the author’s opinion, is it possible to demonstrate 
a specific biological action of short-wave diathermy 
on animal tumors. 

(Von HassetBacu). Harry A. SALZMANN, M.D 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Mutschenbacher, T.: The Surgical Importance of 
Angioneurotic Edema (Die chirurgischen Be- 
ziehungen der angioneurotischen oedeme). Orvos- 
képsés, 1934, 24: 33. 

An important constitutional condition, the angio- 
neurotic exudative constitution, is described with 
all its interesting symptoms on the basis of some of 
the author’s cases and a review of the literature. 

Vasomotor disturbances arise from over-excita- 
tion of the innervation of the blood vessels. This 
may be caused by chemical substances having their 
origin within or outside of the body. The author 
attributes postoperative death after thyroidectomy 
for exophthalmic goiter to severe anaphylactic shock 
In one of his cases of severe recurrent exophthalmos 
it was necessary to perform a cholecystectomy with 
drainage of the common duct before the contem- 
plated thyroidectomy. The severe postoperative 
reaction was essentially the same as that observed 
following interventions on the thyroid. The patient 
remained in a critical condition for twenty-four 
hours. At the end of that time recovery resulted 
witha decrease in the metabolism from +90 per cent 
to +56 per cent. Several months later the thyroid- 
ectomy was performed with a much milder reaction. 

The author’s cases of angioneurotic edema are 
divided into two groups. The first group are those of 
young persons without a proved inherited tendency 
to develop the condition. After the ingestion of 
certain foods these patients experience attacks of 
edema of the face, tongue, uvula, or other part of 
the body which continue for several hours. Note- 
worthy are the cases reported by two surgeons in 
which the spraying of a % to 1 per cent solution of 
novocain on the skin was followed by urticaria 
factitia with marked reddening and edema. In 
exudative conditions the author has repeatedly 
seen tissue necrosis follow prolonged spasm of the 
vessels after the injection of a novocain solution, 
even a solution free from tonogen. 

The second group into which the author divides 
his cases of angioneurotic edema are those of per- 
sons with a hereditary familial disposition to the 
condition. He has observed Quincke’s edema in four 
generations of one family. B4lint has described by 
the term “tympanismus vagotonicus” a syndrome 
with intestinal spasms. The author reports two cases 
in which ileus-like symptoms were probably caused 
by circumscribed edema of the mucous membrane 
of the intestine. As nearly all of his patients with 
allergic symptoms had a reduced basal metabolism 
(from —25 to —35 per cent), the assumption of 
hypothyroidism seems justified. 


After reviewing the various methods of treatment 
recommended, the author cites a number of severe 
and fatal cases from the literature to emphasize the 
possible seriousness of angioneurotic edema. 

(ENDRE MaKal). Paut Starr, M.D. 


Adson, A. W., Kernohan, J. W., and Woltman, 
H. W.: Cranial and Cervical Chordomas: A 
Clinical and Histological Study. Arch. Neurol. 
& Psychiat., 1935, 33: 247. 

The authors report a case of tumor arising from 
the clivus blumenbachii, a case of tumor arising 
from the spheno-occipital synchondrosis, and a case 
of tumor arising from the second cervical vertebra 
These cases are interesting because our knowledge 
of the response of such tumors to surgical interven- 
tion and roentgenotherapy is limited. The third 
case is of interest also because the tumor present in 
the cervical region had caused symptoms for twenty 
years and at operation was found encapsulated and 
could be completely enucleated. In the histological 
study of the tumors a new conception was evolved 
and further evidence was obtained with regard to 
the possible presence of glycogen in the cytoplasmic 
vacuoles of the cells. 

Except in the sacrococcygeal region, vertebral 
chordomas are decidedly infrequent. Next to the 
sacrococcygeal region, their most common site is the 
cervical region. Occasionally they occur in the lum- 
bar region. 

So far, a pre-operative diagnosis of chordoma has 
been made only by biopsy, a procedure that is re- 
stricted to tumors of the sacrococcygeal group and 
to those that make their way into the nasopharynx 
from the skull or the cervical portion of the spine. 
However, biopsy also may present difficulties. 
Hirsch reported a case in which repeated specimens 
taken from a tumor in the tonsillar region resulted 
in such a wide variety of diagnoses and comments 
by eminent pathologists as almost to drive him to 
despair. Ultimately a diagnosis of chordoma was 
made. Until the pathologist had been informed that 
the tumor extended into the retropharyngeal space, 
he had had great difficulty in reconciling the micro- 
scopic picture with the origin of the growth. 

It has been suggested that a diagnosis of chordoma 
arising from the clivus blumenbachii or spheno- 
occipital synchondrosis can be made only with the 
aid of roentgenography. However, in the second 
case reported by the authors little evidence of de- 
struction of bone was seen in the postmortem roent- 
genogram in spite of the fact that the tumor origi- 
nated from the region of the spheno-occipital 
synchondrosis and had invaded the surrounding 
bone. Obviously, therefore, visualization of the 
tumor in situ would be very difficult or almost im- 
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possible. In the authors’ first case there was no 
demonstrable destruction of bone and only the sec- 
ondary signs or those from neighboring involvement 
led to the diagnosis. Operative intervention relieved 
many of the signs of dyspituitarism, at least tempo- 
rarily. Even the menses returned to normal. The 
authors state that roentgen therapy is of doubtful 
value although this group of tumors is too small to 
allow conclusions regarding it. Most chordomas 
have a tendency to invade the surrounding bone and 
soft tissues so that their complete removal is impos- 
sible and local recurrence and extension are almost 
certain. The third case reported by the authors was 
unique as the tumor was definitely and completely 
encapsulated and therefore was enucleable. It had 
eroded, but not invaded, the adjacent bone, and 
behaved grossly more like a neurofibroma than like 
a chordoma. 

The histological features of all three tumors were 
characteristic of chordomas and closely simulated 
those of the embryonic notochord. Some of the 
vacuoles of the physaliphorus cells contained mucus. 
The content of the others was not demonstrable. It 
has been claimed that these vacuoles contain glyco- 
gen, but as it is often impossible to obtain fresh 
tissue and to fix it immediately in absolute alcohol, 
which is necessary for microchemical identification 
of this substance, it is difficult to prove or disprove 
this claim. The tissue from all of the three tumors 
described by the authors had been fixed in formalde- 
hyde, an aqueous solution in which glycogen is 
extremely soluble, yet Best’s carmine stain used on 
sections of this tissue which had been embedded and 
cut in paraffin gave a strongly positive result. Con- 
trol sections from other tissues such as liver tissue 
and from tumors such as chondromas did not give 
positive reactions. While it is doubtful if the content 
of the cellular vacuoles is glycogen, it may be para- 
glycogen or some allied substance. Further investi- 
gation of the content of these vacuoles is necessary 
to determine its true nature. The nuclear vacuoles 
did not give a positive reaction with the stain for 
glycogen. The authors believe it possible that pre- 
vious workers who demonstrated glycogen in chor- 
domas were obtaining a non-specific reaction such 
as the authors observed. Previous workers did not 
mention having tried the stain for glycogen after the 
tumor tissue had been fixed in formaldehyde or in a 
fixative containing water. 


Primrose, A.: Cancer. Canadian M. Ass. J., 1935, 32: 
233- 

Two factors are believed to be necessary for the 
development of cancer: (1) a specific irritant, and 
(2) structural or physiological peculiarities of the 
involved organ which have been acquired by hered- 
ity. According to this theory, the absence of either 
factor will prevent cancer. It is obvious that the part 
played by heredity in the production of cancer is 
beyond our control. Therefore our efforts to de- 
crease the incidence of cancer should be directed to- 
ward the prevention of exposure to the irritants that 


are known to induce cancer in various regions of the 
body. 

It is the duty of competent men in larger centers 
and of wide experience to disseminate knowledge re- 
garding the early diagnosis of cancer. In Canada, 
a great deal of this work has been done by the Cana- 
dian Medical Association by means of postgraduate 
lectures. 

In the treatment of cancer, both surgery and ir- 
radiation are dangerous weapons in the hands of 
those who are not expert in their use. Radium has a 
very profound effect upon the growth of the cancer 
cell. Unfortunately, an impression has gone abroad 
that the radiologist, in his enthusiasm, occasionally 
makes unwarranted claims as to the efficacy of ra- 
dium in the eradication of cancer. There can be no 
doubt that in radium we have a most potent weapon 
against cancer, but its place in our armamentarium 
is not yet definitely settled. Its value should be 
assessed, not only by the radiologist, the surgeon, or 
the physician, but by a group including the radiolo- 
gist, physician, surgeon, pathologist, physicist, and 
biochemist. 

While it has been claimed that there has been a 
decrease in the incidence of cancer up to the sixtieth 
year of age, this is not true for Canada. However, 
the great increase in cancer mortality in Canada has 
been due to the deaths of persons over sixty years 
of age. It is possible that the very great increase in 
the mortality of cancer which is indicated by statis- 
tics may be to some extent more apparent than real 

The author believes it to be the duty of the Cana- 
dian Medical Association to take an active part in 
the campaign to eradicate cancer. He suggests that 
that organization undertake the direction of a cam- 
paign similar to the British Empire Cancer Cam- 
paign. Etta M. SALMONSEN 


Feyrter, F.: Carcinoid and Carcinoma (Carcinoid 
und Carcinom). Ergebn. d. Path., 1934, 29: 305. 


The author reviews the literature on carcinoids 
and carcinoma of the stomach and intestines and re- 
ports on fifty-nine cases in which he found eighty- 
seven carcinoids. In the latter the carcinoids were 
discovered most frequently in the ileum, next most 
frequently, but not nearly so often, in the appendix 
and the duodenum, and least frequently in the rec- 
tum, jejunum, stomach, the papilla of Santorini, and 
the papilla of Vater. 

It appears that carcinoids occur more frequentl\ 
in the ileum in men than in women and more fre- 
quently at this site in elderly than younger persons. 
No case of congenital carcinoid has yet. been re- 
ported, and carcinoid never has been found in a fetus 
In children, carcinoids are rare. In about a third 
of the cases of ileal carcinoid reviewed by the 
author the lesions were multiple. Carcinoids may be 
multiple also elsewhere except in the stomach. 

The nodules are seldom large. In 2 per cent of the 
reviewed cases they were the size of a hazelnut, but 
in 72 per cent they were miliary or the size of a 
lentil. In the appendix, carcinoids usually pene- 
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trate the entire wall; whereas at other sites they 
usually involve only the inner layers. 

Histologically, carcinoids are of a reticular struc- 
ture, solid or composed of small tubules, or both. 
On the whole, they constitute a uniform group, but 
it is not certain whether all carcinoids are to be 
attributed to the same type of cell, the so-called 
yellow cells of the gastric and intestinal epithelium. 
Like the cells of carcinoids, these cells can be stained 
with chromium and silver but only when the tissue 
has been fixed in formalin. The author suggests that 
functionally different cells of the epithelium, dis- 
tinguishable from one another by stains, may take 
part in the formation of carcinoids—that there may 
be different kinds of carcinoids. He states that, at 
any rate, it has not yet been determined whether all 
carcinoids possess the peculiar property of taking 
chromium and silver stains. It is probable that the 
nodules of the duodenal papilla are not identical with 
other carcinoids. The author emphasizes also that 
the peculiar reactions mentioned are not exhibited 
by the glandular growths of the stomach and duo- 
denum. 

Carcinoids arise from budding of the epithelium 
at the base of the crypts, probably from the yellow 
cells. These buds also show the peculiar reactions. 
Segmentation of the buds is preceded by catabiotic 
changes of an inflammatory nature. 

The theory of an embryonic origin of carcinoids 
is not acceptable. Like nevi, carcinoids are usually 
benign. The author believes that the designation 
of carcinoids by terms based on one or another re- 
semblance of these tumors to nevi, basiloma or 
island-cell adenomas of the pancreas should be re- 
jected as not sufficiently appropriate. He states 
that the manner of spread of carcinoids is not known. 

(ROBERT MEYER). FLORENCE ANNAN CARPENTER. 


Sutton, R. L., Jr.: Early Cutaneous Carcinoma. / 
Am. M. Ass., 1935, 104: 433. 


The author attempted to determine which circum- 
scribed epithelial newgrowths theoretically difiicult 
to classify have the potentiality of developing into 


carcinoma. He reports briefly five cases and de- 
scribes the earliest recognizable skin carcinoma from 
three standpoints: the clinical, the microscopic, and 
the theoretical. In accordance with the theory that 
one cell can constitute a cancer, he states that such 
a description is independent of the size of the lesion. 
It is independent also of the rate of growth of the 
lesion. It stresses the concept that carcinoma in the 
gross is purely a manifestation ev masse of epithelium 
growing abnormally. It conceives relative malig- 
nancy as dependent on balance between the prolifer- 
ative capacity of tumor cells and the resistance of 
the host. It explains multiplicity of cell type in one 
tumor on the basis of mutation following on muta- 
tion. It enlarges the concept of skin carcinoma, and 
offers a reasonable and unified design for the inter- 
pretation of neoplastic processes. It is eminently 
practical for it encourages suspicion of minute 
lesions which might grow into gross carcinomata. 


The therapeutic correlate is that, if a lesion may 
cause serious trouble later, now is the time for its 
destruction. 

The author sums up his conclusions briefly as 
follows: 

1. Many skin cancers begin as de novo lesions. 

2. The earliest visible lesion in these cases is a cir- 
cumscribed scaly, epithelial newgrowth. 

3. Because of the structure of many minute, scaly, 
epithelial newgrowths it is reasonable to presume 
that, if not interrupted, these growths will become 
obvious carcinomas. 

4. It is reasonable to believe that such lesions are 
in fact early carcinomas. 

5. Ifa lesion has a structure not compatible with 
the likelihood that it is an early carcinoma, it might 
be called precancerous. However, it is impossible to 
predict that such a lesion, if uninterrupted, will de 
velop a structure such that it would be properly 
called carcinoma. 

6. It is impossible to determine at what point in 
its natural history a cancerous lesion was not can- 
cerous. 

7. It is reasonable to believe that cancer is cancer 
from the start. 

8. The concept of precancerosis is indecisive and 
undefinable. It groups unrelated conditions which 
may or may not be early cancer. Its acceptance en- 
tails the insoluble problem of establishing a dividing 
line between cancer and non-cancer as well as the 
insoluble problem of a statistical assay of lesions 
that are strictly individual. 

g. A lesion may be cancerous regardless of its size 
and rate of growth. 

10. Cancer is primarily an epithelial disease. 

11. A cancer consists of mutated somatic cells. 

12. The earliest visible manifestations are circum 
scribed, dyskeratotic lesions which microscopically 
are composed of polymorphous epithelial cells that 
proliferate, keratinize, and undergo mitosis in an ab 
normal manner. 

13. Malignancy depends on a balance between the 
proliferative capacities of its cells and the control or 
resistance of the host. 

14. One tumor may contain several kinds of cells 
as the result of mutation following on mutation. 

15. Early cancerous lesions are readily destroyed 
and cured. If all early lesions were suspected and 
destroyed the development of late lesions which may 
become incurable would be prevented. 

In treating a patient with what he believes to be 
an early carcinomatous lesion the author removes 
the entire lesion as a cylindrical disk of dermis and 
epidermis by means of the actual cautery, taking 
with it a margin of normal tissue as narrow as he 
believes to be safe. He then sections the removed 
tissue and examines the prepared slide to determine 
that the excision has gone beyond the margin of the 
atypical growth laterally as well as in depth. In no 
case in which microscopic examination showed that 
the tumor was removed completely has a recurrence 
developed. Emu C. Rosirsuek, M.D. 
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Fischer-Wasels, B.: The Importance of a Special 
General Predisposition to the Development of 
Cancer and the Possibilities of Combating It 
(Die Bedeutung der besonderen Allgemeindisposi- 
tion des Koerpers fuer die Entstehung der Krebs- 
krankheit und die Moeglichkeiten ihrer Bekaemp- 
fung). Strahlentherapie, 1934, 50: 5. 


The author first presents briefly his well-known 
cancer theory, emphasizing that he was the first to 
recognize the fundamental difference between gen- 
eral disposition and local regeneration. He then dis- 
cusses the analogy between organ anlage and tumor- 
germ anlage. He states that for the formation of a 
tumor a tumor-germ anlage is necessary. This may 
be formed as the result of disturbances in embryo- 
nal as well as regenerative developmental processes. 
However, true and malignant tumors can arise from 
such anlage only when there is a definite general 
predisposition of the organism to their development. 
This predisposition can be produced artificially by 
certain poisons. The cancerogenic action of arsenic 
and tar is well known. The action of indole in the 
development of cancer is less well known. Buergeler 
has demonstrated that indole has an inhibiting 
effect on respiration and an accelerating effect on 
fermentation. The author emphasizes the impor- 
tance of the processes of metabolism in tumor forma- 
tion, but does not limit himself to the generally 
recognized processes. He reports on the work 
carried out in his institute on the effect of prolan, and 
on arginase, phosphatase, nucleotidase, and glutha- 
thion. He states that malignancy develops only in 
the presence of the following four reactions: aérobic 
glycolysis, arginase splitting, dephosphorization, and 
a special kind of fat destruction. 

The bases of the general predisposition to tumor 
formation are diminished respiration, increased 
fermentation, and alkalosis. Therefore, in combating 
cancer, it is necessary to increase the respiration, 
correct the alkalosis, and inhibit the fermentation. 

The author next discusses in detail the importance 
of the reticulo-endothelial system in the develop- 
ment and cure of carcinoma. He believes that the 
reports of favorable action on cancer by cancroin, 
antimeristem, the blastomyces emulsion of Sanfelice, 
Neumann’s guaiacol, and necrohormone are not al- 
together erroneous and deceptive as it is possible 
that these remedies activate the reticulo-endo- 
thelial system. He believes that the use, in addition 
to operation and irradiation, of measures to activate 
the reticulo-endothelial system produces favorable 
results. He therefore regards stimulation of the 
spleen as especially important. This may be accom- 
plished by treatment of the organ with diathermy 
or short waves; stimulation of splenic contraction 
with adrenalin, caffeine, pilocarpine, ephedrine, 
choline, acetyl-choline, or amylnitrite; faradization; 
the administration of Ficheras organ preparations; 
and physical exercise. 

In discussing the importance of nutrition on tumor 
growth the author states that the intake of Vitamin 
B, the vitamin of growth, should be decreased as 


much as possible and the foods allowed should be 
those which favor acidosis. In experiments on ani- 
mals the feeding of raw liver has been found to 
accelerate the growth of tumors. 

The author regards as most important the treat- 
ment of the general condition of the patient with 
cancer. He states that the chief purpose of this 
article is to call the importance of this treatment to 
the attention of the clinician. 

With regard to cancer prophylaxis he states that 
in order to prevent the inheritance of the predis- 
position to cancer, members of families with numer- 
ous cases of cancer should not propagate. 

In conclusion he summarizes his observations on 
irradiation therapy. He believes that the hyper- 
nephroma is refractory to irradiation. Roentgen 
treatment produces a favorable effect by causing a 
general acidosis. Stimulating irradiation of the 
spleen is very helpful, and weak general X-ray irra- 
diation stimulates the reticulo-endothelial system. 

The author discusses the entire cancer problem; 
no important point is overlooked. He does not 
believe that specific immunization is possible. 

(Orto Strauss). JaAcoB KLeEtn, M.D. 


Oertel, H.: On a Peculiar Vascular Transportation 
and Generalization of Carcinoma Without 
Local Metastasis. J. Path. & Bacteriol., 1935, 40: 
323. 

The author reports a case of abundant intra- 
vascular and intralymphatic tumor generalization 
throughout the viscera, without metastases, follow- 
ing the development of a primary pyloric cancer in 
a man forty-three years of age. The generalization 
was extremely extensive in the portal system and 
very marked in the pulmonary system. It appeared 
also in the vessels of the right adrenal, those of the 
atrophic fibrous bone marrow and bodies of some of 
the dorsal vertebre, and those of the thickened 
fibrous dura mater. The extent and abundance of 
the vascular penetration were amazing, especially 
as nowhere, in these or other parts of the body, was 
there any evidence of metastatic growth. The ves- 
sels remained passive, without the slightest evidence 
of reaction to the presence of the cancer cells. 

The question arises as to why this quantitatively 
high seeding of the cancerous tissue did not secure 
an organic foothold or produce further growth in 
the invaded organs. While it is possible to assume 
a late cancerous break into the circulation in which 
no time was given for progress beyond crowding of 
the paths of transportation, this seems improbable 
for the following reasons: 

1. At the time of the operation the peculiar re- 
stricted vascular and lymphatic extensions existed 
in the excised piece of the stomach and in the sur- 
rounding perigastric glands. They must have con- 
tinued in these glands from that time until the 
patient expired five and one-half months later. 

2. In the remaining part of the stomach autopsy 
showed no further evidence that an additional break 
through had occurred recently. 
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3. The intravascular cancerous contents were 
plainly not only the material from the original focus 
but an active growth. 

It therefore seems reasonable to assume that this 
extensive generalization was the evidence not so 
much of a massive sudden invasion as of a peculiar 
restricted type of cancerous progress which was con- 
fined to the blood and lymph channels. Evidently 
the presence of even large numbers of tumor cells in 
an organ is not invariably followed by metastatic 
growth. It seems reasonable to look for other local 
links to complete the causal chain, that is, local sus- 
ceptibility or resistance to these foreign cells. The 
additional local susceptibility of the tissues to the 
presence of living tumor cells may be due either to 
differences in metabolism of different races of tumor 
cells, which will affect this reciprocal behavior, or to 
age-period differences in the local tissue suscepti- 
bility or irritability to the presence of these cells. 

The author points out that so-called “‘aggressive”’ 
and “malignant” properties of tumor cells may be 
simulated and possibly explained by purely nutri- 
tive modifications which their presence imposes on a 
stationary differentiated tissue. No evidence of a 
specific anti-tumor cell body activity was found in 
the case reported. 

The evidence of this case points also to the fact 
that cancer cells are not necessarily destroyed in the 
circulating lymph or blood of their host, but, on the 
contrary, may thrive therein. Only marked re- 
tardation or arrest of the blood and lymph streams 
affects their nutrition and growth adversely. Under 
these conditions nutriment which is needed in abun- 
dance by the rapidly multiplying cells falls below 
their requirements or is completely shut off. 

JoserH K. Narat, M.D. 


Karitzky, B.: Results of the Spread of Information 
on Cancer. A Clinical Contribution to the Can- 
cer Problem and Cancer Propaganda. (Das 
Ergebnis der Krebsaufklaerung. Ein klinischer 
Beitrag zum Krebsproblem and zur Krebspropa- 
ganda). Deutsche Ztschr. f. Chir., 1934, 243: 560. 


On the basis of the 1,817 tumors operated upon 
at the Surgical Clinic of the University of Freiburg 
in the period from 1920 to 1933 Karitzky reports on 
the results of the spread of information on cancer 
problems among the laity in Baden. 

By far the greatest number of persons who de- 
velop cancer are older than forty years and, more 
than half are over fifty years of age. An increase in 
morbidity has not been demonstrated. In recent 
years cancer has been appearing at an increasingly 
advanced age. It has decreased in the first 3 decades 
of life and increased in the seventh and eighth dec- 
ades. The purpose of the spread of information re- 
garding cancer among the laity is to bring the pa- 
tient for treatment early and thereby improve the 
statistics of cure. From this standpoint externally 
visible tumors differ from tumors of internal organs. 
Benign tumors of the breast are included with 
breast cancers as the tendency to delay seeking 


treatment is the same whatever the type of the tu- 
mor. If cancer propaganda is to be adjudged suc- 
cessful its results must be evidenced, above all, in a 
reduction of the period of delay, the interval between 
the appearance of the first signs of the disease and 
the beginning of clinical treatment. 

The author’s findings as regards the period be- 
tween the first appearance of the symptoms of can- 
cer and the treatment, the operability of the treated 
tumors, and the practical results of the spread of 
information on cancer are shown in a table. The 
criterion of success of the campaign to enlighten the 
public must be an increasing number of persons com- 
ing to the physician within three months after the 
appearance of suspicious symptoms. According to 
the findings of the author’s investigations the cancer 
campaign has not yet been successful with respect 
to most tumors. The single exception is skin cancer, 
but in the second part of the period covered by the 
investigation almost half of the patients with this 
condition came to the clinic two years or longer 
after the beginning of the disease. In the case of ex- 
ternally visible tumors the period of delay of treat- 
ment can therefore be decreased. Breast cancer has 
not been influenced by enlightenment of the laity. 

The author refers briefly to investigations on the 
total survival period of patients with tumor after 
the appearance of the initial symptoms. In cases of 
tumors of the same tissue structure and the same 
growth intensity the period of survival is about the 
same. Persons suffering from cicatrizing gastric can- 
cer may survive for as long as twenty years. In cases 
of tumor of the internal organs no definite conclu- 
sions as to the duration of the disease can be drawn 
from the duration of the symptoms. The author dis- 
cusses at length the conception of operability of 
tumors from the clinical standpoint. Most patients 
with cancer die with phenomena of stenosis. Death 
therefore occurs when the local tumorous process has 
healed and cicatrized and as the immediate result 
of this local spontaneous healing. A tumor is 
operable when it has given rise to no metastases and 
can be removed by operation without great danger 

Detailed researches on metastasis in cases of carci- 
noma of the mammary gland are reported. Bone 
metastases are next most frequent to lymph-gland 
tumors. Before radical operations were performed, 
local recurrence and metastasis occurred in cases of 
mammary carcinoma and bone metastases did not 
assume clinical importance because the patients died 
from the local recurrences. Since the radical opera- 
tion has been performed and life has been thereby 
prolonged, death results from metastases in distant 
parts of the body in cases in which the treatment has 
not been successful. The tendency toward metas- 
tasis increases when the primary tumor becomes 
necrotic or ulcerates. With repetition of the process 
of metastasis, there ‘s a progressive diminution of 
the time between the appearance of metastases. 

Technical errors of organization cannot be held 
responsible for the failure of cancer propaganda. 
Public lectures on the cancer problem for the laity 
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fulfil, of themselves, in most cases only purposes of 
publicity and are therefore worthless and dangerous. 
The constant warnings are not heeded in grave cases. 
The author believes that the lay public is develop- 
ing a dislike for any information on medical matters. 
This raises the question whether mankind has ob- 
tained any benefit, considered purely from the stand- 
point of the lay person, from the dissemination of 
information on cancer. In earlier times persons suc- 
cumbing to cancer died with the harmless diag- 
nosis of ‘‘old age” whereas today the correct diagno- 
sis is made. Persons developing malignancy do not 
suffer so much from the organic symptoms as from 
the consciousness of having cancer. 

Improvement in the incidence of cure is not to be 
expected from enlightenment of the public. This 
raises the question whether there is any justification 
for continuing the general spread of information re- 
garding cancer. The author believes that there is 


no ju tification for it. He emphasizes that it is im- 


possible to drive anyone to the doctor by causing 
him to fear a disease unless the doctor knows an 
effective means of curing the cause of the disease. 
He cites a number of cases of treatment of tumors by 
quacks and laymen. He states that efforts to in- 
struct the laity regarding cancer has converted the 
fear of cancer always present in some persons into an 
epidemic cancer panic. It cannot be the mission of 
the physician to spread this panic by measures base 
on theory. For these reasons the proposal repeatedly 
made in recent times to subject all persons of cancer 
age to repeated examinations for the initial stage; 
of the disease should be rejected until such time as 
the physician’s own attitude toward the tumor 
problem is on a more reasonable basis and members 
of the medical profession come to regard tumor 
formation as an organic process, characteristic of the 
body, which has the possibility of developing harm- 
fully and the harmful results of which can be pre- 
vented. (KaritzKy). FLORENCE ANNAN CARPENTER. 
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